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GASTRON 


The entire-stomach-gland extract 


Submitted to the physician as a resource against gastro-intes- 
tinal affections. 


GASTRON presents the complex proteins, coagulable and 
non-coagulable, the nucleo-proteins, amino-acids, etc., derivable from 


the gastric mucosa. 


Agreeable solution---no sugar, no alcohol. 


Fairchild Bros. & Foster 


NEW YORK 
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DIPHTHERIA 
TOXIN-ANTITOXIN 
SQUIBB 


Susceptibility to diphtheria is at its maximum in infants of 
about one year of age. Beginning at this time, immunity 
slowly but steadily develops, until, in adult life, immunity 
is the rule in the majority. 


As age and immunity increase, the amount of diphtheria 
toxin required to produce active immunity against diph- 
theria becomes less and less. As the quantity of toxin 
required is lessened, the possibility of protein reaction 
occurring, though slight, is increased. 


Dr. Park and his associates of the Research Laboratory, 
N. Y. C. Department of Health, have demonstrated that 
a mixture containing only one-thirtieth of the amount 
formerly used, is absolutely effective in immunizing, re- 
gardless of age. The immunizing value is not lessened 
for the reason that with a reduction of the amount of 
toxin, the antitoxin is also reduced, leaving the proportion 
of free toxin unchanged. In other words, the new formula 


' retains the immunizing value of the old, but reduces the 


possibility of protein reaction to a minimum. 


This improved formula is now available to you under the 
Squibb label, which insures its reliability. It is marketed 
by the Squibb Biological Laboratories under the title 
“DIPHTHERIA TOXIN-ANTITOXIN MIXTURE 


SQUIBB” (New Formula). 


Specify ‘“Squibb’s New Formula T. A. Mixture.” 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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THE HISTORY OF THE MEDICAL DEPARTMENT OF THE ARMY AND SOME NOTE- 
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GANGRENOUS TYPE OF POSTOPERATIVE PNEUMONIA (13. illustrations) 
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(Discussion by Drs. C. C. Davis, Albuquerque, N. M.; A. M. Forster, Colorado 
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Paso, Texas; A. M. Forster.) 
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EDITORIAL AND NEWS 


EDITORIAL AND NEWS. 566-576 
ST. JOSEPH’S HOSPITAL (Phoenix) STAFF MEETING. 
DEACONESS HOSPITAL (Phoenix) ANNUAL MEETING OF STAFF. 

PERSONALS AND NEWS. 


Radium and Oncologic Institute 


"052 West Sixth Street .. Los Angeles 
RADIUM THERAPY 


An adequate quantity of radium and complete emanation apparatus affords the facil- 
ities essential for modern technique in radium therapy. 


DEEP X-RAY THERAPY 


Two complete 300.00-volt installations providing every facility for prel‘minary and post- 
operative Radiation and X-ray Therapy alone or in combination with other treatment. 


X-RAY DIAGNOSTIC LABORATORIES 


Completely equipped offer the profession every assistance for roentgenology as an aid 


in diagnosis. 
HOSPITAL AFFILIATIONS 


Including a complete high voltage X-ray and Radium Therapy department in the Meth- 
odist Hospital amply provide for cases requiring hospitalization. 


LABORATORIES 


— for clinical and pathological study and complete facilities for Actinic Ray 
erany. 

“This institution possesses unexcelled facilities for radium and radium emanation therapy 
and high voltage x-ray therapy. With modern x-ray diagnostic, clinical and pathological 
laboratories, complete equipment for electric coagulation, cautery and allied surgery, it 
offers the medical profession unexcelled facilities for the diagnosis and treatment of neo- 
plastic diseases.” 

We desire to confer and cooperate with the Medical Profession in the treatment of cancer 
and other appropriate diseases and request inquiries either in person or by correspondence. 


J. W. WARREN, M. D., Roentgenologist E. D. WARD, M. D, 
REX DUNCAN, M. D., Medical Director 
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SOUTHWESTERN MEDICAL DIRECTORY 


NEW MEXICO (STATE) MEDICAL SOCIETY 
(Meets Clovis in 1925) 


President . J. W. Stofer, Gallup 
President-Elect . D. B. Williams, Santa Fe 
Vice-Presidents . C. F. Beeson, Roswell 
. E. W. Fiske, Santa Fe 
. C. B. Elliott, Raton 
Secretary-Treasurer . C. M. Yater, Roswell 


Councillors—Drs. F. H. Crail, East Las Vegas; E. L. Ward, Santa Fe; 
P. M. Steed, Deming; P. G. Cornish, Sr., Albuquerque; W. T. Joyner, 
Roswell ;H. A. Miller, Clovis. 


ARIZONA STATE MEDICAL ASSOCIATION 
(Meets in Bisbee in 1925) 


President . C. A. Thomas, Tucson 
President-elect . R. D. Kennedy, Globe 
Vice-Presidents . George A. Bridge, Bisbee 

. J. J. McLoone, Phoenix 

. A. D. Wilson, Prescott 
Secretary . D. F. Harbridge, Phoenix 
Treasurer . C. E. Yount, Prescott 
. W. Warner Watkins, Phoenix 


Councillors—Dr. A. C. Carlson, Jerome (northern district); Dr. W. W. 
Watkins, Phoenix (middle district); Dr. Samuel H. Watson, Tucson 
(southern district). 


THE EL PASO COUNTY MEDICAL SOCIETY 
(Meets every Monday evening) 


President , . W. W. Waite, El Paso 
Vice-President . J. A. Hardy, El Paso 
Secretary-Treasurer . F. O. Barrett, El Paso 
Librarian . E. A. Duncan, El Paso 
Delegates . W. Rogers, El Paso 

. J. H. Gambrell, El Paso 

. S. D. Swope, El Paso 

. Harry Leigh, El Paso 

. Paul Gallagher, El Paso 


THE MEDICAL AND SURGICAL ASSOCIATION OF THE SOUTHWEST 
(Meets November 6-8, 1924, at Phoenix, Arizona) 


Dr. J. R. Van Atta, Albuquerque, N.M. 
Dr. H. H. Stark, El Paso. 
Dr. Willard Smith, Phoenix. 
Secretary-Treasurer Dr. W. Warner Watkins, Phoenix. 
Board of Trustees—Dr. James Vance, El Paso; Dr. M. K. Wylder, Al- 
buquerque; Dr. R. D. Kennedy, Globe, Ariz. 


This Association includes in its territory Arizona, New Mexico, west- 
ern Texas (west of Pecos River), and the northern states of Mexico. 
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Specialists in the Southwest 


E. A. DUNCAN, M. D. 
Practice Limited to 
Internal Medicine 


610 Martin Bldg. EL PASO 


EL PASO, TEXAS 


PAUL ELY McCHESNEY, M. D. 


Neurology and Psychiatry 


524 Mills Bldg. 


EL PASO 


FRANKLIN D. GARRETT, M. D. 
Practice Limited to 
Diseases of the Stomach and Intestines 
and Related Internal Medicine 
Two Republics Life Bldg. EL PASO 


J. A. RAWLINGS, M. D. 


and 


HARRY LEIGH, M. D. 


Practice Limited to 


Diseases of Children and 


Obstetrics 
404 Roberts Banner Bldg. 


EL PASO 


D. E. SMALLHORST, M. D. 


Diseases of the Stomach and Intestines 
404 Roberts-Banner Bldg. 


EL PASO 


JOHN W. CATHCART, M. D. 


and 
Cc. H. MASON, M. D. 


Practice Limited to 
X-Ray and Radium 
$11 Roberts-Banner Bldg. 


EL PASO 


G. WERLEY, M. D. 


Diseases of the Heart 


401-2 Roberts-Banner Bldg. EL PASO 


Roberts-Banner Bldg. 


P. RAMOS-CASELLAS, M. D. 


X-Ray Diagnosis and Treatment Only 
EL PASO 


F. P. MILLER, M. D. 


General Medicine and Surgery 
Suite 514 Martin Bldg. 


EL PASO 


KK. D. LYNCH, M. D. 


Genito-Urinary Surgery 
EL PASO 


414 Mills Bldg. 


S. G. VON ALMEN, M. D. 


Practice Limited to 
Diseases of the Eye, Ear, Nose and 
Throat 


414 Mills Bldg. EL PASO 


W. R. JAMIESON, M. D. 


Genito-Urinary, Skin and Rectal 
Diseases 


921 First Natl. Bank Bidg. 


EL PASO 
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W. L. Brown, M.D. C. P. Brown, M.D. 
BROWN AND BROWN 


Suite 404 Roberts-Banner Bldg. EL PASO 


PHOENIX, ARIZONA 


FRED G. HOLMES, M. D. 


Practice Limited to 
Diseases of the Chest 


219 Goodrich Bldg. PHOENIX 


H. P. DEADY, M. D. 
Special Attention to 
Surgery and Gynecology 


First Natl. Bank Bldg. EL PASO 


H. T. BAILEY, M. D. 
Practice Limited to 
Eye, Ear, Nose and Throat 
323 Ellis Bldg. PHOENIX 


E. B. ROGERS, M. 
Special Attention to 
Surgery 


606-616 Martin Bldg. 


ORVILLE H. BROWN, M. D. 
Internal Medicine 
Special Attention to Asthma 
430 N. Central Ave. PHOENIX 


L. G. WITHERSPOON, 


Plastic Surgery 
314 Roberts-Banner Bldg. 


LOS ANGELES, CALIFORNIA 


MADISON J. KEENEY, M. D. 


General Medicine and Tuberculosis 
(Pneumothorax) 


834 Pacific Mutual Bldg. 


523 West Sixth St. LOS ANGELES 


JAMES VANCE, M. 
Practice Limited to 


Surgery 


313-4 Mills Bldg. EL PASO 


Hours: 11 to 12:30 


ROY THOMAS, M. D. 
Medical Diseases - 


Medical Office Bldg., 1136 West Sixth Street, 
LOS ANGELES 


LOS ANGELES 


MARY LAWSON NEFF, M. D. 


Functional and Organic Nervous 
Diseases 


Developmental Problems of Childhood 
Psychometric Tests Psychiatry 


TRINITY HOTEL 


MOSES SCHOLTZ, M. D. 


Practice Limited to 
Diseases of the Skin 


718 Brockman Bldg. LOS ANGELES 


H. A. ROSENKRANZ, M. D. 


Cystoscopic Courses 
(Catheterizing—diagnostic, operative. Irrigation 
arethroscopy. Individual instruction in urologic 
diagnosis, treatment and office technic. Courses 
in local anesthesia. 


1024 Story Bldg. LOS ANGELES 


1v 
M. D 
EL PASO 
D. 


The El Paso 
Pasteur Institute 


12th Floor First National Bank Bidg. 


An institution for the preventive treat- 
ment of rabies. Conducted upon strictly 
ethical principles and the technique as 
outlined by Pasteur rigidly adhered to. 


No patient treated here has 
ever developed- the disease. 


Treatment lasts twenty-one days. 


HUGH S. WHITE, M. D. 
FRED C. LAMB, Analytical Chemist 


Waite’s Laboratory 


Laboratory Diagnosis Autogenous Vac- 
cine, Squibbs Biologics, Neosalvarsan. 


Mailing Address, Box 63 
522 Roberts-Banner Building 
EL PASO TEXAS 


THE HOMAN SANATARIUM 


For the Treatment of Tuberculosis 


EL PASO, TEXAS 


Descriptive Booklet on Request 


Telephone 1616 
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Albuquerque Sanatorium 


Located in the heart of the great Southwest—the Land of Sunshine. Average annual 
rainfall less than 7 inches. Altitude moderate. On the main line of the Santa Fe. 


The open-air, hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-ray Therapy under the direction of a staff of 5 physicians trained in Internal 
Medicine. Special Facilities for Sun Baths. 


Private porches, baths, bungalows, and modern, fire-proof buildings. 
On request, information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M. D. | 


tar STORM 
BINDER AND ABDOMINAL SUPPORTER PROVIDENCE HOSPITAL 


(PATENTED) 


A GENERAL HOSPITAL 


Young ladies wanted for 
Training Schoo] For in- 
formation address 


FOR MEN, WOMEN and CHILDREN 


For Ptosis, Hernia, Obesity, Pregnancy, Relaxed Sacro- 
Iliac Articulations, High and Low Operations, Float- 
ing Kidneys, Ete. 


Ask for 36-page Illustrated Folder ‘ SUPERINTENDENT. 


Mail orders filled at Philadelphia only---within 24 hours PROVIDENGE HOSPIT AL, 
KATHERINE L. STORM, M. D. El Paso. Texas 


Originator, Patentee, Owner and Maker 
1701 Diamond Street PHILADELPHIA 
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PASADENA, CALIFORNIA 


A Sanatorium for the Treatment 
of General and Nervous Diseases 


LAS ENCINAS 


Climate ideal, cuisine excellent, outdoor recreation. 


Located in the foothills of Sierra Madre mountains, surrounded by a 20-acre 
grove of live oaks. Central building and private cottages with modern conveniences. 
Hydrotherapy, Electrotherapy, Baths and Massage. Physicians and nurses in con- 
stant attendance. 


BOARD OF DIRECTORS: 


Norman Bridge, M. D.; H. C. Brainerd, M. D.; W. Jarvis Barlow, M. D.; 
F. C. E. Mattison, M. D.; Stephen Smith, M. D. 


Write for beautiful illustrated booklet. 


STEPHEN SMITH, Medical Director 
Las Encinas, Pasadena, Calif. 


| 
| vil 
| 
. 
| 
| 
| 
! 
| 
| 
| 
| 


Walter V. Brem, M. D., A. H. Zeiler, M. D. 
Roy W. Hammack, M. D. 


CLINICAL LABORATORY 


DRS. BREM, ZEILER AND HAMMACK 


Service limited to hospitals and to doctors 
eligible to membership in the American 
Medical Association, and to dentists and 


veterinarians who are members of their 


othcial societies. 


Exceptions---non-medical laboratory - 


work and governmental agencies 


Mailing containers for tissues, blood and cultures 
sent on request. 


1003 Pacific Mutual Bldg., Los Angeles, Cal. Tel.: Metro. 4720 
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STERILIZERS 


OFFICE——-HOSPITAL——-CLINIC 


CO. 


PACIFIC SURGICAL MFG. 


320 W. 6th Street 
LOS ANGELES 
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ADRENALIN 
Group 


HEN you specify ‘‘Adrenalin, P. D. & Co.” in 
your prescriptions or orders, you give your patient 
the benefit of more than twenty years of manu- 
facturing experience with the pressor principle of the 
suprarenal gland, discovered by Takamine in 1900 and 
on upon the market by Parke, Davis & Company in 

01. 

Adrenalin is a life-saver in more senses than one. Its 
effect upon the arterial system and the heart is phenomen- 
ally swift and potent; while for antiphlogistic effect on 
the inflamed mucosa in nasal, laryngeal, rectal and genito- 
urinary conditions, it is unexcelled. Invaluable in shock, 
collapse, serum rash, and to control operative hemorrhage. 
The one reliable symptomatic remedy for asthma. 

Among our Adrenalin preparations the following deserve 
to be constantly kept in mind: 


ADRENALIN INHALANT (1:1000) 
astringent. 


ADRENALIN OINTMENT (1:1000) 


Used for the same purpose as the Inhalant, and in urethritis for its 
astringent effect. A serviceable lubricant for urethral instruments. 


ADRENALIN SUPPOSITORIES (1:1000) 
ADRENALIN AND CHLORETONE 
SUPPOSITORIES 
In hemorrhoids, proctitis, rectal pruritus, or rectal fissure, these 


suppositories are very serviceable. Cone-shaped; melt at body tem- 
perature. Insert one suppository at night and one in the morning. 


Write us for booklet, ‘‘Adrenalin in Medicine.”’ 


PARKE, DAVIS & COMPANY 


DETROIT MICHIGAN 


Included in N. N. R. by the Council on Pharmacy and Chemistry of the A. M. A. 
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E. H. McCLURE COMPANY 


DALLAS, TEXAS 


Surgical Instruments and Physicians’ Supplies of Every Description 
Sterilizers, Disinfectors, Beds, Ward Furniture and Hospital Equipment 
of All Kinds 


P. B. GRUBBS, 3513 Fort Boulevard, 
Western Representative El Paso, Texas 


In Bronchitis and Tuberculosis 


is suitable as an adjunct to other 
Calcreose contains 50% creosote in com- 
with on cinta, Calcreose has all the pharmacologic 
activity of creosote but 1s free from untoward effects even when 
taken in large doses for long periods of time. 
Sample 4 grain tablets lied to physicians upon request. 
THE MALTBIE CHEMICAL Co., NEWARK, N. J. 


Southwestern Surgical Supply Co. 


320 Texas Street El Paso, Texas 


X-Ray Apparatus and Supplies, Surgical Instruments, 
Physio-Therapy Apparatus, Rubber Gloves, 


High Pressure Sterilizers, Ligatures, 
Hospital Furniture, Abdominal Belts, Trusses. etc. 


Levin Duodenal Catheters 


We stock three models of the: 


CHLORINOMETER 


and Chlorine gas in tanks for the treatment of Respiratory diseases. 
Write for literature. 


YOU ARE INTERESTED IN THE SOUTHWEST---WHY NOT 
PATRONIZE HOME INDUSTRY 
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and our booklet 


DENN 


Ihe milk 
modifier 


THE DENNOS FOOD COMPANY, PORTLAND, OREGON 


Mineral Salts 
for Mother and Babe 


DENNOS, the milk modifier, contains 
valuable mineral salts so vitally neces- 
sary in the nourishment of the growing 
baby, whether breast or bottle fed. 
Some of them are: 
Potash Phosphoric Anhydride 
Iron Sulphuric Anhydride 
Lime Magnesia 
Send today for samples of DENNOS, 


“Formulas for Milk 


Modification” which hundreds of physi- 
cians have found so valuable. 


valids. 


Boil milk; 


Make the Milk Digestible 


with chymogen which precipitates the casein 
in soft flocculent particles and prevents the 
formation of large curd. 
Chymogenized milk is unchanged in taste and 
value. It is the food for infants and in- 


CHYMOGEN 


is a combination of enzymes and care must 
be taken to prevent overheating—105 de- 
grees F. is the proper temperature. 
let cool to 105 degrees F.; add 


Chymogen and stir thoroughly. 


ALS PITUITARY 
LIQUID * 
A the premier prod- 
M uct of Posterior 
Pituitary. Surgi- 
cal 1 c.c. am- 
poules, Obstet- 
rical % c.c. am- 
poules. 


Literature for 
Hospitals & Physicians 


PARA- 
Woy THYROIDS 
LIGATURES Powder 1-10 and 
1-20 grain tab- 
non - boilable, lets. 


plain and chrom- 
ic, 000 to 4, in- 
elusive, flexible, 
strong and ster- 
ile; also boilable 
ligatures. 


PHARMACEUTICAL 


ARMOUR COMPANY — CHICAGO 
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In presenting these subjects, it is 
my desire and that of my associates 
to disclaim any original research, but 
to admit frankly that, like Kipling— 


“When ’Omer smote ’is bloomin’ lyre 
’E’d ’eard.men sing by land and sea, 
And what he thought he might require 
’E went and took—the same as me.” 


We have taken the matter piece- 
meal or in toto from the several stu- 
dents and writers given in the bib- 
liography, using their thoughts and 
language wherever it seemed advan- 
tageous. This history is taken largely 
without change from Colonel Kean’s 
monograph. 

The short biography of General 
Gorgas is taken with little change 
from Dr. Franklin Martin’s mono- 
graph. 

The first semblance of an Army 
Medical Department of the United 
States was created by the Provincial 
Congress of Massachusetts Bay Colony, 
which created Surgeons, after exam- 
ination, for the several regiments 
raised in May, 1775. It is said of this 
examination that one of the candi- 
dates, having been asked how he 
would promote sweating in a rheu- 
matic patient, replied: ‘I would have 
him examined by a medical commit- 
tee.” 

After the battle of Bunker Hill 


THE HISTORY OF THE MEDICAL DEPARTMENT OF THE ARMY 
AND SOME NOTEWORTHY MEDICAL OFFICERS 


M. A.” W. SHOCKLEY, Lt. 


(An historical symposium by officers of William Beaumont General Hospital, U. S. A.) 


Col., M. C., U. S. A. 


(Breeds), hospitals were established 
in the vicinity and Congress issued 
warrants to surgeons and mates. At 
this time the entire medical estab- 
lishment was termed “the Hospital.” 

The Medical Department proper of 
the United States Army had its be- 
ginning on the 27th of July, 1775, 
when the Colonial Congress at Phila- 
delphia voted a medical establish- 
ment, or, as it was then called, “an 
hospital,” for the Army. Prior to 
this enactment the surgeons of the 
forces before Boston had been ap- 
pointed by the colonels of regiments. 
Of course, among these surgeons 
there could be no cohesion or ef- 
fective co-operation, and, as General 
Washington wrote to the Congress at 
Philadelphia, affairs were in a very 
unsettled condition. “‘There is no 
principal director nor any subordina- 
tion among the surgeons; of conse- 
quence, disputes and contentions have 
arisen, and must continue until it is 
reduced to some system.” 

The first department consisted of 
the director general and chief physi- 
cian, four surgeons, twenty surgeons’ 
mates, an apothecary, a clerk, two 
storekeepers, ‘and a nurse to every 
ten sick. It may be of interest to 
mention that the pay of these officers 
was as follows: The director gen- 
eral, $120; the surgeons, $40; the 
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surgeons’ mates, $20; the storekeep- 
ers, $4, and the nurses, $2 a month. 

Dr. Benjamin Church of Boston 
was elected director general, and he 
was given the appointment of all the 
personnel of “the hospital’, except 
the surgeons’ mates, who were ap- 
pointed by the surgeons. Dr. Church 
had a reputation for culture and pro- 
fessional skill, but was, a few months 
after his appointment, detected in 
treasonable correspondence with the 
enemy, deposed and thrown into 
prison. He was succeeded by Dr. 
John Morgan of Philadelphia, a man 
of much energy and administrative 
ability as well as. professional skill. 
He soon gained the friendship and 
support of General Washington, and 
these he always retained. 

With the extension of the theater 
of war, the number of surgeons was 
increased, and Drs. Skinner and Ship- 
pen were named chief surgeons for 
the northern department and the 
forces on the west bank of the Hud- 
son. The organization was, however, 
too loose to secure efficiency or con- 
cert of action. The relations of the 
regimental surgeons to each other 
and to those in charge of the gen- 
eral hospitals were entirely undeter- 
mined, and the department surgeons 
refused to admit the authority over 
them of Dr. Morgan. There was be- 
sides no well-arranged system of 
medical supply, and in consequence 
there was much suffering, and com- 
plaints multiplied. As has happened 
since, more than once, Dr. Morgan 
was punished for the very shortcom- 
ings for which he had in vain asked 
Congress to provide a remedy, and 
he was dismissed in January, 1777. 
Congress the next year exonerated 
him from all blame, but did not rein- 
state him. 

A complete and elaborate organi- 
zation of the medical department, 
modeled on that of the British Army, 
was adopted in April, 1777, and Dr. 
William Shippen was elected director 
general of the new establishment. 
Deputy director generals were pro- 
vided for the northern and southern 
departments, and under these a phy- 
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sician general and surgeon general in 
each district, ‘‘whose business it shall 
be to superintend the practice of 
physic and surgery in all the hos- 
pitals of the district.” This separa- 
tion of the practice of physic and the 
practice of surgery, which obtained 
in Europe at that time, and in Eng- 
land, has, in civil life, lasted until 
the present day, necessitated a most 
cumbrous and awkward dual organi- 
zation, which soon disappeared under 
the rudely practical test of war. It 
is probable that most American phy- 
sicians at that time, outside the larger 
cities, practiced surgery to some ex- 
tent, in addition to the practice of 
physic. The regimental surgeons seem 
from the first to have combined the 
two arts, and we find in the bill, 
which, in 1780, reorganized and sim- 
plified the medical establishment, an 
explicit provision that “there shall be 
three chief hospital physicians who 
shall also be surgeons, one chief 
physician who shall also be a sur- 
geon, one chief physician who shall 
also be a surgeon to each separate 
army, fifteen hospital physicians who 
shall also be surgeons,” etc. But al- 
though the medical officers of the 
Army thereafter appear to have 
been both physicians and surgeons, 
the former title seems to have been 
rather reserved for the higher grades, 
while the title “surgeon” became by 
the end of the Revolutionary War 
generic for all medical officers. 

At the end of the Revolution. the 
Army was disbanded, except fifty-five 
men at Fort Pitt and twenty-five at 
West Point to guard the military 
stores at these places. The officer 
highest in command was a captain, 
and the medical department was re- 
duced to the vanishing point. The 
Revolution had produced a number 
of distinguished military surgeons, 
among whom were Cochran, John 
Warren, Craik and Tilton, in addi- 
tion to those already named. The 
pressure of Indians on the. western 
frontier after a few years prevailed 
over the morbid fear of a regular 
army with which our ancestors of a 
century ago were possessed, and in 
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1789 a regiment of regular infantry 
and a battalion of artillery were or- 
ganized, with a medical service of 
one surgeon and four surgeons’ mates. 

Our first hospital regulations were 
drafted by Dr. John Morgan, after 
conference with Washington, in 
1776-77. Dr. Morgan published sev- 
eral works of merit on the practice 
of medicine and with Dr. Shippen 
assisted in founding the Medical 
School of the College of Philadelphia. 

Baron, Von Stuben drafted the first 
army regulations in 1780 and in- 
cluded therein several medical de- 
partment regulations. 

In 1778 Dr. William Brown, Physi- 
cian General, published anonymously 
the earlier American Pharmacopoeia. 

In 1777 Benjamin Rush published 
a pamphlet on “Hygiene of Troops.” 

In 1777 Dr. Shippen planned the 
flying ambulance. He was one of the 
founders of the Medical School of 
the College of Philadelphia and occu- 
pied the Chair of Anatomy and Sur- 
gery. 

On demobilization after the Revo- 
lution, the Hospital Department was 
practically abolished. June 2, 1784, 
the army had 80 privates. 

In 1792 the army was reorganized 
as a legion of 5,120 men, with Rich- 
ard Allison as Surgeon to the Legion. 

May 3, 1798, Congress authorized 
an army of 10,000 men and James 
Craik was appointed Physician Gen- 
eral. These forces were disbanded 
in 1800. Dr. Craik was a companion 
of General Washington during his 
early wilderness adventures, a noted 
practitioner of the day and the invol- 
untary cause of Washington’s early 
death. 

The War of 1812 brought an army 
again in the field, but as the medical 
department was without a head and 
the surgeons had not even assimilated 
rank, good medical administration 
was impossible. In March, 1913, 
Congress created the positions of phy- 
sician and surgeon general and 
apothecary general, the latter to act 
as assistant to the former, and as 
medical purveyor. The surgeons were 
divided into hospital and regimental 
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surgeons, of which the former were 
superior in rank and pay. Both had 
mates or assistants, and there were 
in addition post surgeons who ranked 
with the mates. 

The title of surgeon general ap- 
pears first in the Act of May 14, 
1818. Joseph Lovell was appointed 
to this position, and in that year he 
made the first annual report of the 
surgeon general to the Secretary of 
War, and also drew up a set of regu- 
lations for the medical department. 
He remained for eighteen years at 
its head, and during that time, by his 
ability and force of character, shaped 
and organized the corps of army sur- 
geons into a coherent and efficient 
medical staff. It was during the tour 
of Surgeon General Lovell that Sur- 
geon William Beaumont made his 
scientific investigations of the func- 
tions of the stomach and gastric di- 
gestion. Surgeon General Lovell was 
succeeded by Thomas Lawson, a man 
of strong character and fine profes- 
sional and administrative abilities 
and withal a brave and ardent sol- 
dier, and a most original character. 
He entered the navy in 1809 as sur- 
geon’s mate, but left that service for 
the army in 1811. His service as a 
medical officer of the army covered 
the remarkable period of fifty years 
and three months, and included act- 
ive and distinguished service in the 
War of 1812, the Indian Wars and 
the Mexican War. When he became 
surgeon general, in 1836, medical of- 
ficers were without military rank, and 
in addition to the great disadvantages 
of such a status, suffered frequently 
from the insolence and contempt with 
which the line officers of that day, 
following the traditions of the British 
service, were inclined to regard the 
medical profession. Surgeons, for ex- 
ample, were not entitled to a salute 
from enlisted men, and when serving 
on boards were ranked by the young- 
est subaltern in the service. In the 


new uniform, adopted in 1839, they 
were allowed a sword, but not the of- 
ficers’ epaulettes, an aiguilette being 
prescribed instead; ‘“‘a piece of tinsel 
on one shoulder,” as Lawson con- 
temptuously described it. 
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To establish and maintaia the dig- 
nity of his profession and his corps, 
was to Thomas Lawson a sacred mis- 
sion, to which he devoted himself 
with such courage, pertinacity and 
keenness of wit, that he achieved suc- 
cess in the all important claims ad- 
vanced in behalf of his corps, cul- 
minating in the Act of February 11, 
1847, which conferred on medical of- 
ficers the assured and _ honorable 
status of definite military rank. It is 
a tradition in the service that on the 
passage of this act the grim old 
fighter sent around to medical of- 
ficers a confidential circular to the 
effect that now that they had the 
status of officers they must promptly 
challenge any other officer who failed 
to show them proper respect. This 
they did not fail to do and the army 
mortality statistics took a sudden 
jump. 

The medical service of the Mexican 
War seems to have been performed 
with the same efficiency, courage and 
devotion to duty which marked all 
the operations of the small but glo- 
rious armies under Scott and Taylor, 
and such men as Satterlee, Tripler, 
Simpson, Cuyler, Wright, Moore and 
Barnes laid in it the foundation of 
reputations which were destined to 
grow under the far wider responsi- 
bilities of the Civil War. In the fierce 
assault of Molino del Rey, Assistant 
Surgeon William Roberts was killed 
and Assistant Surgeon James Simons 
were wounded. 

The thirteen years. which inter- 
vened between the Mexican War and 
the outbreak of the Civil War were 
years of activity and progress for 
the medical corps, although the Utah 
Expedition against the Mormons in 
1858 was the only military event of 
note. An important advance in the 
standard of examination for admis- 
sion was made in 1849, when a 
knowledge of Latin, of Dhysics, of 
practical anatomy in the form of 
dissection, and clinical experience ac- 
quired either in a hospital or in pri- 
vate practice were made prerequi- 
sites. In 1850 the Medical Depart- 
ment of the Army was first formally 


SOUTHWESTERN MEDICINE 


represented at the annual meeting of 
the American Medical Association. 

The Civil war was the first in 
which large armies made their ap- 
pearance on American soil, and in 
these great army corps of volunteers 
many of the glorious traditions and 
hide-bound prejudices of the old army 
disappeared along with its regiments 
and batteries. Yet it was none the 
less the leaven hid in three measures 
of meal, which leavened the whole 
lump, and this is true not less of the 
Medical Department than of the line. 

On January 1, 1861, the army num- 
bered 16,400 and the medical officers 
115, or .7 percent of the whole—a 
considerably greater proportion, by 
the way, than exists today. Although 
by far the largest of the staff corps, 
it had the smallest proportion in the 
higher grades, and this also is still 
the case, with the single exception 
of the Signal Corps, the junior of 
all, whose handicap is perhaps a mat- 
ter of inheritance, as its originator, 
Myer, was a medical officer. 

The medical history of the Civil 
War marks an epoch in military sani- 
tary organization even greater than 
was made in the art of war by Sheri- 
dan’s use of cavalry or the hasty 
entrenchments of Lee. It is a glorious 
chapter of American history, but the 
full story of the ability and devotion 
of the surgeons of the Civil War, 
regular and volunteer, must be 
sought, not in the limits of an article, 
but by those who have industry and 
good eyesight, in the ponderous 
volumes of microscopic print which | 
make up the “Medical and Surgical 
History of the Rebllion.” 

Surgeon “General William Alexan- 
der Hammond, 1862-1864, was pre- 
eminent during this period as a neuro- 
psychiatrist. He wrote a standard 
text on neurology and many other 
works. He quarreled with Secretary 
of War Stanton and was tried and 
dismissed. History shows that it was 
not difficult to displease Secretary 
Stanton. 

Other medical officers of this pe- 
riod of noteworthy achievements 


were: 


= 
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Jonathan Letterman, who founded 
medical field organization which has 
been the basis of all American and 
European field organizations. 

McParlin, medical administrator. 

Keene, later noted as a surgeon. 

Smart, a noted medical administra- 
tor. 

Tripler, medical administrator. 

John Shaw Billings, a noted med- 
ical bibliographer and organizer of 
the Surgeon General’s Library and 
Museum. 

The idea of medical organizations 
in the field, drilled and trained to 
gather up the wounded from the bat- 
tlefield, transport and care for them, 
developed by Larrey and Percy in 
the Napoleonic wars, had perished 
with the armies of the First Empire 
under the retroactive prejudices of 
the old monarchies, and the military 
taboo of even republican America 
forbade a physician to exercise the 
sacred function of “command” over 
trained enlisted assistants of his own 
department or even to have a perma- 
nent and unquestioned jurisdiction 
over the mules and drivers of the 
medical ambulances. He controlled 
in battle his own two hands, and 
these only, unless the colonel saw fit 
to give him the uncertain and doubt- 
ful assistance of the regimental band. 

The admirable medical organiza- 
tion of Letterman disappeared with 
the armies of Grant and Sherman, 
and Congress, weary of war, could 
not be induced to take interest in any 
military matter, except in the direc- 
tion of reduction and economy. While 
all other nations made haste to apply 
the lessons of our war and to re- 
model their medical organizations in 
accordance with them, our own Med- 
ical Department reverted to antebel- 
lum conditions and went backward. 
The hospital stewards were the only 
permanent enlisted personnel and all 
nursing and other work about the 
hospitals was done by an uninstruct- 
ed and constantly changing personnel 
of men detailed from the companies. 

No worse system could have been 
invented, and yet it lasted twenty- 
two years, until, in 1887, the first 
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step toward a modern organization 
was made by the establishment of a 
hospital corps, consisting of privates 
and two grades of non-commissioned 
officers. The medical officers then 
began the systematic training of the 
personnel and the study of modern 
medical organization with a view to 
wer conditions. This movement un- 
fortunately was misunderstood by the 
officers of the line and met, especial- 
ly at first, with much ridicule and 
covert opposition, the use of military 
titles by medical officers being espe- 
cially resented. In 1892 the Army 
Medical School was established in 
Washington for the instruction of 
young medical officers in hygiene, 
medical administration and other 
branches of special importance in 
military medicine. The influence for 
good of this school has been already 
marked and is constantly widening, 
and now that the course has been 
thrown open by act of Congress to 
officers of the organized militia, it 
has become an institution of national 
importance, and together with the 
Medical Field Service School, estab- 
lished by Surgeon General Ireland 
at Carlisle Barracks, Pa., in 1919, 
serves to give medical officers excel- 
lent military training. 

The outbreak of the Spanish War 
in 1898 found the Medical Depart- 
ment with a personnel of 177 com- 
missioned officers and 750 enlisted 
men. The number was barely suf- 
ficient to perform the medical service 
of the regular army of 25,000 men in 
time of peace. When a volunteer 
army of 250,000 men was mobilized, 
and at the same time an expedition 
embracing practically the entire reg- 
ular army was organized to attack 
Santiago, it was immediately evident 
that if the regular regiments were to 
be cared for by regular medical of- 
ficers, but few would be left to or- 
ganize the medical service of the vol- 
unteer armies. Each of the volunteer 
regiments brought with it into service 
three regimental surgeons and three 
hospital stewards, but no privates. 
The regimental and field hospitals 
had to be organized at the expense 
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To establish and maintain the dig- 
nity of his profession and his corps, 
was to Thomas Lawson a sacred mis- 
sion, to which he devoted himself 
with such courage, pertinacity and 
keenness of wit, that he achieved suc- 
- cess in the all important claims ad- 
vanced in behalf of his corps, cul- 
minating in the Act of February 11, 
1847, which conferred on medical of- 
ficers the assured and _ honorable 
status of definite military rank. It is 
a tradition in the service that on the 
passage of this act the grim old 
fighter sent around to medical of- 
ficers a confidential circular to the 
effect that now that they had the 
status of officers they must promptly 
challenge any other officer who failed 
to show them proper respect. This 
they did not fail to do and the army 
mortality statistics took a sudden 
jump. 

The medical service of the Mexican 
War seems to have been performed 
with the same efficiency, courage and 
devotion to duty which marked all 
the operations of the small but glo- 
rious armies under Scott and Taylor, 
and such men as Satterlee, Tripler, 
Simpson, Cuyler, Wright, Moore and 
Barnes laid in it the foundation of 
reputations which were destined to 
grow under the far wider responsi- 
bilities of the Civil War. In the fierce 
assault of Molino del Rey, Assistant 
Surgeon William Roberts was killed 
and Assistant Surgeon James Simons 
were wounded. 

The thirteen years. which inter- 
vened between the Mexican War and 
the outbreak of the Civil War were 
years of activity and progress for 
the medical corps, although the Utah 
Expedition against the Mormons in 
1858 was the only military event of 
note. An important advance in the 
standard of examination for admis- 
sion was made in 1849, when a 
knowledge of Latin, of physics, of 
practical anatomy in the form of 
dissection, and clinical experience ac- 
quired either in a hospital or in pri- 
vate practice were made prerequi- 
sites. In 1850 the Medical Depart- 
ment of the Army was first formally 
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represented at the annual meeting of 
the American Medical Association. 

The Civil war was the first in 
which large armies made their ap- 
pearance on American ‘soil, and in 
these great army corps of volunteers 
many of the glorious traditions and 
hide-bound prejudices of the old army 
disappeared along with its regiments 
and batteries. Yet it was none the 
less the leaven hid in three measures 
of meal, which leavened the whole 
lump, and this is true not less of the 
Medical Department than of the line. 

On January 1, 1861, the army num- 
bered 16,400 and the medical officers 
115, or .7 percent of the whole—a 
considerably greater proportion, by 
the way, than exists today. Although 
by far the largest of the staff corps, 
it had the smallest proportion in the 
higher grades, and this also is still 
the case, with the single exception 
of the Signal Corps, the junior of 
all, whose handicap is perhaps a mat- 
ter of inheritance, as its originator, 
Myer, was a medical officer. 

The medical history of the Civil 
War marks an epoch in military sani- 
tary organization even greater than 
was made in the art of war by Sheri- 
dan’s use of cavalry or the hasty 
entrenchments of Lee. It is a glorious 
chapter of American history, but the 
full story of the ability and devotion 
of the surgeons of the Civil War, 
regular and volunteer, must be 
sought, not in the limits of an article, 
but by those who have industry and 
good eyesight, in the ponderous 
volumes of microscopic print which . 
make up the “Medical and Surgical 
History of the Rebllion.” 

Surgeon “General William Alexan- 
der Hammond, 1862-1864, was pre- 
eminent during this period as a neuro- 
psychiatrist. He wrote a standard 
text on neurology and many other 
works. He quarreled with Secretary 
of War Stanton and was tried and 
dismissed. History shows that it was 
not difficult to displease Secretary 
Stanton. 

Other medical officers of this pe- 
riod of noteworthy achievements 


were: 
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Jonathan Letterman, who founded 
medical field organization which has 
been the basis of all American and 
European field organizations. 

McParlin, medical administrator. 

Keene, later noted as a surgeon. 

Smart, a noted medical administra- 
tor. 

Tripler, medical administrator. 

John Shaw Billings, a noted med- 
ical bibliographer and organizer of 
the Surgeon General’s Library and 
Museum. 

The idea of medical organizations 
in the field, drilled and trained to 
gather up the wounded from the bat- 
tlefield, transport and care for them, 
developed by Larrey and Percy in 
the Napoleonic wars, had perished 
with the armies of the First Empire 
under the retroactive prejudices of 
the old monarchies, and the military 
taboo of even republican America 
forbade a physician to exercise the 
sacred function of “command” over 
trained enlisted assistants of his own 
department or even to have a perma- 
nent and unquestioned jurisdiction 
over the mules and drivers of the 
medical ambulances. He controlled 
in battle his own two hands, and 
these only, unless the colonel saw fit 
to give him the uncertain and doubt- 
ful assistance of the regimental band. 

The admirable medical organiza- 
tion of Letterman disappeared with 
the armies of Grant and Sherman, 
and Congress, weary of war, could 
not be induced to take interest in any 
military matter, except in the direc- 
tion of reduction and economy. While 
all other nations made haste to apply 
the lessons of our war and to re- 
model their medical organizations in 
accordance with them, our own Med- 
ical Department reverted to antebel- 
lum conditions and went backward. 
The hospital stewards were the only 
permanent enlisted personnel and all 
nursing and other work about the 
hospitals was done by an uninstruct- 
ed and constantly changing personnel 
of men detailed from the companies. 

No worse system could have been 
invented, and yet it lasted twenty- 
two years, until, in 1887, the first 
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step toward a modern organization 
was made by the establishment of a 
hospital corps, consisting of privates 
and two grades of non-commissioned 
officers. The medical officers then 
began the systematic training of the 
personnel and the study of modern 
medical organization with a view to 
wer conditions. This movement un- 
fortunately was misunderstood by the 
officers of the line and met, especial- 
ly at first, with much ridicule and 
covert opposition, the use of military 
titles by medical officers being espe- 
cially resented. In 1892 the Army 
Medical School was established in 
Washington for the instruction of 
young medical officers in hygiene, 
medical administration and _ other 
branches of special importance in 
military medicine. The influence for 
good of this school has been already 
marked and is constantly widening, 
and now that the course has been 
thrown open by act of Congress to 
officers of the organized militia, it 
has become an institution of national 
importance, and together with the 
Medical Field Service School, estab- 
lished by Surgeon General Ireland 
at Carlisle Barracks, Pa., in 1919, 
serves to give medical officers excel- 
lent military training. 

The outbreak of the Spanish War 
in 1898 found the Medical Depart- 
ment with a personnel of 177 com- 
missioned officers and 750 enlisted 
men. The number was barely suf- 
ficient to perform the medical service 
of the regular army of 25,000 men in 
time of peace. When a volunteer 
army of 250,000 men was mobilized, 
and at the same time an expedition 
embracing practically the entire reg- 
ular army was organized to attack 
Santiago, it was immediately evident 
that if the regular regiments were to 
be cared for by regular medical of- 
ficers, but few would be left to or- 
ganize the medical service of the vol- 
unteer armies. Each of the volunteer 
regiments brought with it into service 
three regimental surgeons and three 
hospital stewards, but no privates. 
The regimental and field hospitals 
had to be organized at the expense 
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of this regimental medical personnel. 
The enlisted strength of the regular 
hospital corps was inadequate for 
25,000 men, and as Congress failed 
to authorize the enlistment of volun- 


teer Hospital Corps men, the situa-. 


tion in this respect became at once 
acute, and was only partially relieved 
by the clumsy expedient of authoriz- 
ing the transfer of men from volun- 
teer regiments to the regular Hospital 
Corps. 

In the reorganization of the army 
by the act of February 2, 1901, no 
attention was paid to the recommen- 
dation of this commission or to those 
of the surgeon general, and the pro- 
portion of medical officers was not 
only not increased, but was greatly 
reduced, while their prospect of pro- 
motion was taken away by dispropor- 
tionate increase in the lower grades. 

During this period General George 
Miller Sternberg served as Surgeon 
General, 1893-1912. He was a noted 
bacteriologist and in addition to de- 
veloping this study in the United 
States, pursued many original inves- 
tigations. He wrote “The American 
Textbook of Bacteriology.” 

During General Sternberg’s term 
the epoch-making proof of the means 
of transmission of yellow fever was 
established by Major Reed, Captain 
Carroll and Lieutenants Lazear and 
Agramonte of the Army, and the 
means of prevention demonstrated by 
Major Gorgas, afterward sanitarian 
for the world, and Surgeon General 
of the Army. 

From 1902 to the present date the 
history of the Medical Department 
has shown a material advance in the 
standing organization and scientific 
attainments of the organization as a 
whole and the personnel as individ- 
uals. By the act of 1908 the various 
corps were differentiated and the of- 
ficers given actual rank in their corps 
rather than assimilated rank. 


Actual field organizations for field : 


service have been organized, main- 
tained, modified and improved, in ac- 
cordance with changed conditions. 
While many reductions and 
changes due to congressional action, 
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and need for economy, the basic or- 
ganization of the Medical Depart- 
ment exists and constant study is be- 
ing made to have the organization as 
nearly ready for expansion for field 
service as American political condi- 
tions will permit. 

The Medical Department under 
Surgeon Generals Farwood, O’Reilly, 
Torney, Gorgas and Ireland was or- 
ganized before and during the World 
War, so that of all departments of 
the army, it ‘showed that it had no 
superior. Since the war it has con- 
tinued material improvement. The 
most noteworthy improvements in or- 
ganization since the Spanish-Ameri- 
can War have been the establishment 
of the Nurse, Dental and Veterinary 
Corps and their Reserve Corps, and 
organization of Division, Corps, Army 
and Communications Zone, Medical 
Service, in co-ordination with the gen- 
eral organization of the Army. This 
organization permitted the United 
States to enter war (the World War) 
with a pre-formed system which did 
not require any general modification. 

Medical personnel noted for scien- 
tific attainments during the period 
after the Spanish-American War, not 
mentioned elsewhere: 

William Henry Farwood, Surgeon 
General 1912. Surgeon and prolific 
writer on surgery. 

Lt. Col. Edward B. Vedder. Inves- 
tigation and proof of food deficiency 
cause of beriberi. 

Col. Edward L. Munson—Sanita- 
rian. Author of Military Hygiene and 
one of the first teachers of medical 
tactics. 

Lt. Col. Charles F. Craig, Bacteri- 
ologist and~ Helminthologist. 

Lt. Col. Fielding H. Garrison, 
Medical Historian and Bibliographer. 

Col. Louis A. La Garde. Specialist 
in gunshot wounds. 

Col. Paul F. Straub. Published 
first book. on medical field service. 
Medical service in campaign. 

Col. Frederick Russel—Bacteriolo- 
gist and Serologist. Introduced and 
symtematized American method of 
typhoid vaccination. 
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Col. Bailey K. Ashford—Sanitarian. 
Organized and maintained sanitation 
of Porto Rico. Eradicated hookworm 
infection. 


We might have included many 


other medical officers of note with 
those mentioned during the past cen- 
turies and present decades, but I fear 
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that we have already taken too much 
time. Many of those of past dec- 
ades, I have not mentioned, you will 
remember. Many noteworthy med- 
ical officers of the present decade 
have been omitted because they are 
too contemporaneous to permit full 
valuation of their work at this time. 


THE LIFE OF 


WALTER REED 


S. M. BROWNE, Major, M. C. 


_ Walter Reed, to whom the nine- 
teenth century owed the last of her 
goodly array of scientific studies and 
discoveries, was born in Gloucester 
County, Virginia, September 13, 1851. 
The Reed family were of English ex- 
traction, descendants of Cir Chris- 
topher Reed of Chyp Chase Castle. 
His father was a North Carolinian 
by birth, though he spent forty years 
of his life in Virginia, as a minister 
of the Methodist Church. 

Walter was the youngest of five 
children, four of whom were sons and 
the oldest a daughter. 

The first years of his life were 
spent at Farmersville, Prince Edward 
County, Virginia, and here, at six 
years of age, he began his early edu- 
cation at a small private school kept 
by a Mrs. Booker. 

His early childhood traits were al- 
ways those of a gracious and jolly 
personality, finding a certain amount 
of pleasure in all things, but at an 
early age he began to manifest certain 
characteristics that made him distin- 
guished in after life, namely—force 
of character, passionate desire for 
knowledge, with a keen sense of 
humor. 

When he was at the age of 10, Civil 
War began. This, however, did not 
interfere with his early education, as 
he continued to study, except for one 
year, when all schools were closed. 
Early after the close of the Civil 
War, 1865, the Reed family moved 
to Charlottesville, Va., where young 
Reed entered a private school owned 


by a Mr. Abbott, a graduate of the 


University of Virginia. . . 


He was well advanced for his age 
in the ordinary studies, but up to this 
time showed no especial liking for 
any science. He remained with this 
instructor for two sessions and en- 
tered the University of Virginia by 
special dispensation, when he was 
only sixteen. It was his earnest de- 
sire to finish his course, but as his 
two brothers were there also, and on 
account of the limited means of his 
father, this was impossible, he 
applied to the faculty to be certifi- 
cated in the work that he had done, 
but this was refused on the ground 
of extreme youth. He then inquired 
of the faculty whether he would be 
allowed to take the degree of Doctor 
of Medicine provided he could pass 
the required examination. To this 
the faculty silently assented, thinking 
that the undertaking was an impossi- 
bility for so young a man. Reed at 
once began the study of medicine and 
graduated nine months later, in the 
summer of 1869, standing third in his 
class. The Dean remarked, as he 
presented his diploma, that he was 
the youngest student ever graduated 
from the Medical Department of the 
University of Virginia, but as he had 
fulfilled every requirement, the facul- 
ty was in honor bound to graduate 
him. 

A few months after graduation, he 
went to New York and matriculated 
at the Bellevue Hospital Medical Col- 
lege, where he received the degree 
of Doctor of Medicine one year later. 
This being Reed’s first visit to a large 
city, he made use of it to better him- 
self in other lines, as well as that of 
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medicine. He never neglected an op- 
portunity to hear speakers on litera- 
ture, science and even law, as well as 
to enjoy good music and drama. 

After finishing his course at Belle- 
vue he served in several of the New 
York hospitals. Later he was ap- 
pointed a charity physician to one of 
the poorer districts of New York and 
here came in contact with the real 
hardships and poverty of a large 
metropolis. While at one of the large 
Brooklyn hospitals he attracted the 
attention of Dr. Hutchinson, then the 
leading physician of Brooklyn, and 
through his influence was appointed 
one of the five inspectors of the City 
Board of Health. At this time he was 
only 22 years of age, but had estab- 
lished himself as a man quite versed 
in the art of surgery, as well as other 
lines of medicine. 

In June, 1874, Reed paid a visit to 
his father in North Carolina, and 
during his stay in North Carolina he 
met Miss Emile Lawrence, who after- 
wards became his wife. On his re- 
turn to New York he began to cor- 
respond with Miss Lawrence. Later in 
the year (1874) he made up his mind 
to give up the idea of general prac- 


tice, and became an Army surgeon. 


His reasons, like those of many 
others, were that success in general 
practice depended largely upon so- 
cial standing and the possession of 
wealth. These resources he did not 
have to rely upon, so he decided that 
he had best follow a line where his 
future was secure and he could pur- 
sue scientific study and research. 
Resolutions, once made, caused him 
to prepare for the coming examina- 
tions with his usual thoroughness, 
and after many months of hard study 
he successfully passed the required 
examinations and was commissioned 
as an Assistant Surgeon in June, 
1875. His first station was Willet’s 
Point, New York. In the spring 
months of 1876, shortly before his 
marriage, he was ordered to Arizona. 
He was married April 25, 1876, and 
in May, he, with his bride, departed 
for the west, to begin his tour of gar- 
rison duty. His first western station 
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was Fort Lowell, Arizona, and while 
stationed in this country was changed 
many times. While never in the field 
of active campaign, he was 
among, hostile Indians most of the 
time. He served many tours of duty 
as post surgeon and as such he was 
generally liked. At this time in the 
Army the post doctor was the only 
doctor for miles around and was 
called upon by everyone in the coun- 
try side. Dr. Reed was often sum- 
moned hastily to attend a child dying 
with diphtheria or a fracture of the 
worst kind—or, more trying than 
any, a difficult childbirth. His in- 
terest and devotion to children was 
always one of his outstanding traits 
and often when he found some little 
child in great need he would appeal 
to his wife to allow him to bring it 
into their home, where it could re- 
ceive the proper care and attention. 
To this she always rebelled, knowing 
that if she gave in their home life 
would be destroyed. On one occasion 
during his rounds he came upon a 
small Indian girl so badly burned 
that her people had left her to die. 
Her life he succeeded in saving and 
retained her as a nurse for his chil- 
dren. 

In all of Dr. Reed’s gentleness his 
sense of personal dignity and justice 
was strong and he never allowed 
even his superiors to infringe upon 
his rights, and often during his years 
of post life he would appeal to higher 
authority for justice which he main- 
tained was due him. 

In 1881 Dr. Reed was ordered to — 
Fort McHenry, Maryland, and while 
there he really laid the foundations - 
for his future distinction. This course 
of study was entirely too brief, as he 
was transferred to post duty again, 
and after five years in Nebraska was 
sent to Alabama, and while there in 
1889 he began to feel the need of 
time and opportunity to study. He 
received many disappointments when 
he first applied. Shortly afterwards, 
however, the order of things was be- 
ginning to change, he was given sta- 
tion in Baltimore, Md., with permis- 
sion to study some line of profes- 
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sional work at Johns Hopkins Uni- 
versity. Even then he was not free 
to pursue the lines that he wanted 
without certain restrictions. It was 
suggested that he pursue lines of bac- 
teriology and pathology in relation to 
general medicine and surgery. To 
this he showed great interest, but re- 
plied that he had been sent there to 
learn to better care for the sick sol- 
dier and not to do laboratory work or 
research. He began his work on the 
clinical side of the hospital, but for- 
tunately for himself and the country 
at large, he was required to remain 
for only a short while. A new sur- 
geon general came into power, and 
then he was given a more or léss rov- 
ing commission—and in the lines of 
bacteriology especially he began to 
show the utmost promise. 

The winters of ’90 and ’91 were 
years of great worth, and at Johns 
Hopkins he made use of his hours in 
the most efficient manner, meeting 
cultivated scientific men. He was 
ever interested in the late discoveries, 
following many of the newer ones 
that made their appearance about 
this time, such as the discovery of the 
tubercle bacillus by Koch, ete. He 
always followed very closely all in- 
vestigations at the hospital, and it 
was here, under Dr. Clement, that he 
gained his knowledge of the bacillus 
of hog cholera, which afterwards 
served him in such good stead, in rul- 
ing out the so-called cause of yellow 
fever given by Sanarelli. After stay- 
ing as long as he was allowed in Bal- 
timore, he was sent again for a short 
period to the west. In 1893 he was 
ordered to Washington to duty as 
Curator of the Army Medical Mu- 
seum and Professor of Bacteriology 
at the Army Medical School. Both 
institutions at this time were more or 
less in their infancy. At this time he 
was promoted to the grade of major. 
This promotion practically ended his 
garrison life, which had lasted 18 
years, with fifteen changes of sta- 
tion. 

Reed continued untiringly on his 
scientific studies, and after his first 
paper on “Contagiousness of Erysip- 


525 


elas’, he was a constant contributor 
in some form to scientific medicine. 
The discovery of the Klebs-Loefier 
bacillus was of extreme interest to 
him and he never lost a moment to 
further the cause of control of the 
dreaded disease, diphtheria. 

In 1898, when the Spanish-Ameri- 
can War broke out, he experienced 
great disappointment in not being 
given a responsible position, to which 
he thought himself justly entitled. 
Later, typhoid began to rage among 
the volunteer troops. Dr. Reed was 
made chairman of a board to inves- 
tigate the cause and the modes of 
transmission of this disease. The other 
members were Dr. Vaughn of Detroit 
and Dr. Shakespeare of Philadelphia. 
Their work resulted in the publica- 
tion of the report of the committee 
under the title of “The Report of 
Origin and Spread of Typhoid Fever 
in the U. S. Military Camps during 
the Spanish-American War’, which 
was made available for the medical 
profession at large. The book, in 
two volumes, was a monument in it- 
self and will be of value always as 
an epidemiological guide. Among 
some of the points brought out were: 
(1) the transmission of typhoid fever 
by flies; (2) contact with patients, 
handling bedding, etc.; and (3) con- 
taminated drinking water. In 1899, 
when the work of this commission 
was over, Dr. Reed returned to Wash- 
ington and shortly afterwards was 
detailed to begin the study and inves- 
tigations of yellow fever. 

Previous to this date there had 
been much said about the discovery 
of the specific cause of yellow fever 
by Sanarelli, an Italian scientist, and 
upon this foundation a board of of- 
ficers consisting of Dr. Reed with Dr. 
James Carroll were appointed to in- 
vestigate this finding and compare it 
with Bacillus “X”’ of General Stern- 
berg’s discovery in 1887. They soon 
found that the bacillus of Sanarelli 
was identical with the cultural char- 
acteristics of hog cholera, and they 
at once began another line of inves- 
tigations. This work was published 
in 1900, in the Journal. of Experi- 
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mental Medicine, under the heading, 
“A Comparative Study of the Biolog- 
ical Characters and Pathogenesis of 
Bacillus X (Sternberg), Bacillus Icte- 
roides (Sanarelli), and the Hog 
Cholera Bacillus (Salmon and 
Smith).” 

Early in 1899 yellow fever ap- 
peared in the American troops in 
Havana, and a commission was sent 
to Cuba to study the etiology. The 
commission, consisting of Drs. Reed 
(chairman), Carroll, and Lazear, all 
non-immunes, and Dr. Agramonte, a 
Cuban immune. After the prelim- 
inary meeting, two courses were de- 
cided upon, one the study of the in- 
testinal flora for the causative organ- 
ism, and, secondly, the theory of the 
conveyance by insects, advanced by 


' Dr. Finlay in 1881. Many articles 


and theories were naturally forth- 
coming at this time, but Dr. Reed 
was much impressed by the work of 
Dr. Carter, U. S. Public Health Serv- 
ice, on the interval between infecting 
and secondary cases, and a study of 
the time elapsing caused him at this 
stage to insist upon changing their 
plans radically. The search for the 
causative agent was not abandoned, 
but took on a more secondary phase. 
And the ways and means by which 
the disease was propagated from sick 
to well was given first place. 

The work of Ross on Malaria in 
Tropical Countries afforded consider- 
able food for thought. The thermal 
state of the island of Cuba was 
worthy of consideration. Finally, 
following the lead made by Dr. Fin- 
lay nineteen years before, they began 
on the mosquito, culex fasciatus, as 
a possible host in the mode of trans- 
mission. The line of work being 
finally decided upon and the infect- 
ing sources to be tested, the question 
arose as to the using of humans for 
subjects of experimentation. After 
careful consideration, the commission 
decided that the results, if positive, 
would be of sufficient service to hu- 
manity to justify the procedure, pro- 
vided, of course, that each individual 
subjected to the disease was fully in- 
formed of the risk and gave his free 
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consent, the commission subjecting 
themselves to it first. 

The experiments were first made 
on Dr. Carroll by allowing him to be 
bitten by several mosquitoes that had 
fed on yellow fever subjects, and he, 
in a few days, developed the disease 
in its fullest extent. These same mos- 
quitoes produced like effects on other 
individuals. Dr. Lazear was acci- 
dentally bitten and died in very short 
order from the disease. This experi- 
ment was continued with many others 
and was so promising that it caused 
Dr. Reed to report in October, 1899, 
that “the intermediate host of yellow 
fever was the mosquito.” This report 
was published by Dr. Reed and his 
co-workers in October, 1900. 

This part practically assured, they 
set about to disprove other so-called 
methods of infection or sources of 
transmission of yellow fever. A camp 
was established in which the clothing 
of patients dying with yellow fever 
was used entirely and volunteers al- 
lowed to remain therein for a period 
sufficiently long for them to develop 
the disease. Along with this, the bit- 
ing of individuals with infested mos- 
quitoes was continued with success. 
Many volunteers were infected. The 
theory of spread by fomites was 
thoroughly studied and disproved.. 
The infection of individuals by blood 
inoculation from actual cases was 
proven beyond a doubt, by actual ex- 
periments. As to the value of these 
experiments, one has only to refer 
to the work of Major Gorgas in Cuba 
to be convinced of their effective- . 
ness when put in actual practice. He, 
knowing and relying on the slow 
progress of yellow fever, set about 
to destroy the infecting source or to 
prevent the mode of transmission 
taking place. This was accomplished 
by screening the patients infected 
with the disease, and destroying all 
mosquitoes that might come in con- 
tact with the patient. As a result of 
these effective measures, Havana was 
freed of yellow fever in ninety days. 
The values of the yellow fever com- 
mission’s reports are, of course, many. 
It has annihilated the dreaded dis- 
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ease yellow fever, and put out of 
existence a disease that caused in 100 
years an average of 1000 deaths 
yearly. The saving in money would 
amount to billions of dollars. 
After Reed’s return to this country 
he held the chair of Bacteriology at 
the Army Medical School and Colum- 
bia University. He devoted his en- 
tire time to the art of teaching, to 
which he was. naturally adapted, 
spending his.spare time in research 
and writing. On his return to Wash- 
ington, D. C., in October, 1902, from 
a short vacation in Pennsylvania, it 
was noticeable that his health was 
failing, although seldom mentioning 
it. It soon told on his _ physical 
strength, and on November 20, 1902, 
he consulted with Dr. Borden, a 
brother officer, who diagnosed his 
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condition as appendicitis and oper- 
ated upon him, but peritonitis ensued, 
and Dr. Reed died on November 22, 
1902. 


Recognition by the nation as a 
whole was not made of Reed’s great 
work. No Congressional thanks or 
stipend was offered, but nevertheless 
the medical societies of our country 
and of all others have spared no 
words to eulogize him, and to praise 
his work—that alone will ever be a 
lasting monument to Dr. Reed’s un- 
tiring devotion and contribution to 
medical science. Standing in the 
shadow of the capital is his only mon- 
ument and the only expression of ap- 
preciation of his great work—the 
mammoth and well known Walter 
Reed General Hospital. 


William Beaumont was born No- 
vember 21, 1785, at Lebanon, Con- 
necticut. He was one of nine children 
born to his parents. He lived the 
frugal life of the New England farmer 
at the close of the Revolution during 
his boyhood. 

He received his early education at 


a private school at Lebanon, which 


probably did not rank any higher 
than the surrounding public schools 
of that time. Having reached his 
majority during the unsettled and 
changing times from 1785 to 1806 
and having already shown symptoms 


_ of a restless ambition, it was natural 


that tilling of the soil and church- 
going were not entirely to his liking. 
He became restive, awaiting only the 
time when he could depart from his 
paternal roof as his own lord and 
master. 

He left his father’s home in the 
winter of 1806-7 with an outfit con- 
sisting of a horse and cutter, a barrel 
of cider, and one hundred dollars of 
hard earned money. Traveling north 
through the western part of Massa- 
chusetts and Vermont, he arrived in 
the spring at the little village of 
Champlain, on the Canadian frontier. 


. WILLIAM 
CAPT. L. A. LAVANTURE 


BEAUMONT 


For three years he taught school, at 
the same time reading medical works 
which he obtained from the library of 
Dr. Pomeroy of Burlington, Vermont. 

In the fall of 1810 he went to 
St. Albans, Vermont, where Dr. Ben- 
jamin Chandler was the most promi- 
nent and capable practitioner. He 
was taken into Dr. Chandler’s home 
as an apprentice with his own son 
John, who was reading medicine with 
his father. Two years later he was 
granted a license to practice by the 
“Third Medical Society of the State 
of Vermont.” 

September 13, 1812, he was re- 
ceived into the Army at Plattsburg, 
New York, as surgeon’s mate, and 
was commissioned December 2, 1812, 
by President Madison. He took part 
in several engagements, the last be- 
ing the battle of Plattsburg. In the 
latter part of 1815 he resigned from 
the army and entered private prac- 
tice at Plattsburg, New York. In 
connection with his practice he con- 
ducted a drug and grocery store. 

In these days it is interesting to 
note what was regarded as groceries 
and therefore necessities. The Platts- 


528 


burg Republican of September 6, 
1816, contained the following an- 
nouncement: 

“Beaumont & Wheelock have just 
received and offer for sale at the 
lowest prices a large and well-select- 
ed assortment .of Groceries consisting 
of Maderia, Port, London Particular, 
and Sherry wines; Cognac and New 
England Rum, Pierpont Gin, Mollas- 
sas, Tea etc., etc.” 

He established as lucrative a prac- 
tice as the community afforded at 
that time, but happy in professional 
and social ties, Beaumont was discon- 
tented. The call of the army seemed 
ever to be ringing in his ears. 

There had recently been a com- 
plete reorganization of the Medical 
Corps of the army and his friend and 
military comrade, Dr. Joseph Lovell, 
had been chosen surgeon general. 
The new order of things rendered 
active service in the medical corps 
of the army much more attractive 
than it had been during the years 
of his previous service. He made ap- 


plication for readmission to the serv- 


ice, which promptly received favor- 
able action. He was commissioned by 
President Monroe on March 18, 1820, 
post surgeon of the army, to take 
rank from December 4, 1819. He was 
immediately ordered to Fort Mack- 
inac, on the northwestern frontier. 
Here he performed the usual duties 
incumbent on a post surgeon. About 
one year later he went back to Platts- 
burg and was married, bringing his 
bride back to Fort Mackinac. 

We now come to the.incident which 
gave occasion for Dr. Beaumont to 
demonstrate his skill, thoroughness 
and originality. Early in June, 1822, 
an accident happened to one of the 
employees of the American Fur Com- 
pany. 

A group of men had gathered in 
the Company Store. A shotgun was 
accidentally discharged by one of 
these men, the contents hitting Alexis 
St. Martin in the stomach. Beau- 
mont’s own version of the accident 
was summed up in the following 


statement: 
“Being then stationed at the garrison on 
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that island and no surgeon within 300 miles, 
I was immediately called to his relief,. and 
when I arrived at this place, 15 or 20 min- 
utes after the accident, found him senseless 
and apparently in a moribund state. To en- 
deavor to resuscitate and relieve his suffer- 
ings being the first impulse, I applied the 
best means in my power and took the respon- 
sibility of his surgical treatment and medical 
attendance.” 
The hospital records and bedside 
notes extending over a period of two 
years are a model of thoroughness 
and completeness that .would be a 
credit to our modern day hospitals. 
I will quote a few extracts to give 
you a clear conception of the charac- 


ter of the case. 

“Alex St. Martin, a Canadian lad about 
19 years old, hardy, robust and healthy, was 
accidentally shot by the unlucky discharge of 
a gun on the 6th of June, 1822. The whole 
charge, consisting of powder and duck shot, 
was received in the left side at not more than 
2 or 3 feet distance from the muzzle of the 
piece in a posterior direction, obliquely for- 
wards and outwards, carrying away by its 
force the integuments more than the size of 
the palm of a man’s hand; blowing off and 
fracturing the 6th rib from about the middle 
anteriorly, fracturing the 5th rib, rupturing 
the lower portion of the left lobe of the 
lungs and lacerating the stomach by a spicule 
of the rib that was blown through its coat 
lodging the charge, wadding, fire in among 
the fractured ribs and lacerating muscles and 
integuments, and burning the clothing and 
flesh to a-crisp. I was called to him imme- 
diately after the accident. Found a portion 
of the lungs as large as a turkey’s egg pro- 
truding through the external wound, lacerated 
and burnt, and below this another protrusion 
resembling a portion of the stomach, what at 
first view I could not believe possible to be 
that organ in that situation, with the subject 
surviving, but on closer examination I found 
it to be actually the stomach, with a puncture 
in the protruding portion, large enough to 
receive my forefinger, and through which a 
portion of his food that he had taken for - 
breakfast had come out and lodged among his 
apparel. In this dilemma I considered any 
attempt to save his life entirely useless. But 
as I had ever considered it a duty to use 
every means in my power to preserve life 
when called to administer relief, I proceeded 
to cleanse the wound and give it a superfi- 
cial dressing, not believing it possible for 
him to survive twenty minutes. 

In attempting to reduce the protruding 
portion, I found the lung was prevented from 
returning by the sharp point of the fractured 
rib, over which its membrane had caught 
fast, but by raising up the lung with the 
front of the forefinger of my left hand I 
clipped off with my penknife in my right 
hand, the sharp point of the rib which en- 
abled me to return the lung into the cavity 
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of the thorax, but could not retain it there, 
on the least efforts of the patient to cough 
which were frequent.” * * * 


“A lucky and perhaps the only circum- 
stance to which his miraculous survival can 
be attributed was the protruding portion of 
the stomach instead of falling back into the 
cavity of the abdomen to its position adhered 
by the first intention to the intercostal mus- 
cles, and by that means retained the orifice 
_in the wounded stomach in contact with the 
external wound, and afforded a free passage 
out and a fair opportunity to apply the dress- 
a 

“It is now going on the 7th month since 
the injury was received and the orifice of 
the stomach is still visible and but little con- 
tracted. The integuments are all cicatrized 
smooth to within the circumference of a half 
eagle immediately around the wound in the 
stomach. His health daily improving, his 
spirits good, his appetite regular, his sleep 
refreshing and all the functions of the sys- 
tem natural and healthy.” 

The county having refused any fur- 
ther assistance to the patient, who 
had become a pauper, Beaumont took 
him into his own family, providing 
for all his necessities. As the salary 
of an assistant surgeon at that time 
was $40 a month, with two to four 
rations daily, and with a family to 
support, this was a_ considerable 
added burden. 


There can be no doubt after a 
careful perusal of St. Martin’s case 
history that every possible effort was 
made to close the wound completely. 
The idea of carrying on a series of 
experiments on the stomach of St. 
Martin seems not to have occurred 
to him until early in 1825, just prior 
to his leaving Mackinac. 

A series of experiments on diges- 
tion were conducted by Dr. Beaumont 
and published in the Medical Re- 
corder. He noted the length of time 
required for the digestion of various 
articles of food suspended in the 
stomach by a silk string which he 
could introduce and withdraw at 
pleasure, thus noting the changes in 
these substances from time to time. 
Even these incomplete experiments 
assured him that the old theories of 
maceration and putrefaction were in- 
sufficient to explain the processes 
that he had observed, and that the 
gastric secretion possessed innate sol- 
vent powers. 
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At this time Dr. Beaumont took 
leave, taking St. Maritn with him. 
While on this trip St. Martin tock 
French leave and, in spite of repeated 
efforts to get him back again, it was 
about four years before he returned 
to Dr. Beaumont. 

Now that his dream was again 
realized, Dr. Beaumont lost no time 
in beginning anew his experiments 
on the stomach of St. Martin. With 
no laboratory equipment but a ther- 
mometer, a few open mouth vials, 
and a sand bath, he conducted at this 
isolated military post (Ft. Crawford) 
a series of observations on digestion 
which have not been excelled even 
under more favorable conditions and 
surroundings. Between December 6G, 
1829, and April 9, 1831, there were 
recorded fifty-six experiments. Later 
another series of 116 experiments 
were recorded. 

The results of these experiments 
were finally published by Dr. Beau- 
mont in a book of 280 pages, entitled 
“Experiments and Observations on 
the Gastric Juice and the Physiology 
of Digestion.” In all 238 experiments 
were conducted and recorded. Up to 
this time the status of our knowledge 
of the processes of digestion were 
very meagre and for the most part 
erroneous. A comparison of Beau- 
mont’s deductions with those of the 
most recent workers on the physiolo- 
gy of digestion shows that he antici- 
pated some of their best results, nota- 
bly the researches of Pavlow on the 
work of the digestive glands, Cannon 
on the mechanics of digestion, and 
others. 

In the words of Vaughn, “he made 
such an exact study of the physical 
and chemical natures of the gastric 
juice that with the exception of the 
discovery of pepsin, the closest re- 
search of modern times has added 
but little to the work done by him.” 

His book was very well received, 
but naturally had a very limited cir- 
culation. The financial returns were 
disappointing and were far from cov- 
ering the extra expense he had in- 
curred for the support of St. Martin 
and his family. 
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In the fall of 1834 Dr. Beaumont 
was ordered to the arsenal at St. 
Louis for permanent station. In the 
meantime St. Martin had gone to 
Canada again and all efforts to in- 
duce him to return to Dr. Beaumont 
had failed. This was a great disap- 
pointment to Dr. Beaumont, as he 
wished to continue his experiments. 

Private practice by the army sur- 
geons at that time was encouraged by 
the Surgeon General. He opened an 
office in St. Louis and, due to his 
established reputation, strong person- 
ality, and splendid presence, private 
practice fell into his hands very 
quickly. Within one year he had es- 
tablished a practice with an income 
of $8,000 per year. His standing in 
the profession is shown by the offer 
of the chair of surgery in the first 
medical department established west 
of the Mississippi. 

The new Surgeon General, Thomas 
Lawson, had been appointed in 1836. 
It seems that considerable jealousy 
existed between him and Dr. Beau- 
mont. It was customary at that time 
for the older officers of the Medical 
Department to choose their perma- 
nent stations and not be disturbed 
thereafter, so that when in 1839 an 
order was issued for Surgeon Beau- 
mont to proceed to Florida on an 
examining board, he tendered his 
conditional resignation, providing the 
department still insisted on his going 
to Florida. No change was made in 
the order, so, on January 20, 1840, 
Surgeon William Beaumont’s resigna- 
tion was accepted. He later attempt- 
ed to have this resignation set aside, 
but was unsuccessful. His opinion of 
Surgeon General Lawson is expressed 
in a letter to another medical officer, 
an extract of which reads: 

“Congratulating myself upon hav- 
ing escaped service under the present 
Chief of the Medical Department, I 
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sincerely commiserate my associates 
in the Army who remain subject to 
his caprice and tyranny, the natural 
fruits of ignorance and vanity.” 

Thus was terminated his brilliant 
military career of more than twenty- 
five years. It seems sad indeed that 
his services should have been so 
abruptly and unsatisfactorily brought 
to a close. Even today his brilliant 
work is pointed to with pride by the 
officers of the Medical Corps of the 
Army. Surgeon General Torney in 
an address before the Philadelphia 
Medical Club cited Dr. Beaumont’s 
work as the first great scientific 
achievement of a member of the 
Medical Staff. 

Dr. Beaumont enjoyed a very ex- 
tensive and lucrative practice in St. 
Louis until the time of his death in 
1853. During all of this time he had 
endeavored to regain possession of St. 
Martin, but in spite of his desperate 
poverty, he would always put him 
off, so that Beaumont never saw him 
again after 1834. St. Martin lived 
to be 83 years of age and died June 
24, 1880. 

Dr. Beaumont lies buried in beauti- 


‘ful Bellefontaine Cemetery in the city 


of St. Louis, with a modest marble 
slab to mark his resting place. Few 
are the pilgrimages to his grave, and 
few there are who even know where 
lie the remains of this unique and re- 
markable man; yet all mankind has 
profited by virtue of his having lived 
and worked. Dr. Osler said of him, 
“The pioneer physiologist of the 
United States and the first to make. 
a contribution of enduring value, his 
work remains a model of patient, 
persevering research.” 

His memorial, although belated, 
lies at the foot of Mount Franklin, 
Beaumont General Hos- 
pital.: 


GENERAL GEORGE MILLER STERNBERG 
By MAJOR F. E. GESSNER. 


Tt is difficult to consolidate into a 
few pages the broad achievements of 
General Sternberg. During his life 


he attained renown not only as a 
medical officer who rose to the high- 
est honor of the Medical Corps of 
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the U. S. Army, but also as a scien- 
tist; as a philanthropist, as an author 
and. as a broad minded citizen. 

‘George Miller Sternberg was born 
at Hartwick Seminary, Otsego Coun- 
ty, N. Y., June 8, 1838, and died in 
Washington, D. C., Nov. 3, 1915, at 
the age of 77 years: He was de- 
scended. from one of the early Ger- 
man settlers of New York State. He 
spent his boyhood and received his 
early education at Hartwick Semina- 
ry, where his father was principal. At 
' the age of 16. years he became self- 
supporting by teaching school in the 
vicinity of his home. He began the 
study of medicine at the age of 19 
years, under the preceptorship of Dr. 
Horace Lathrope at Cooperstown, 
N. Y., and received the degree of 
doctor of medicine with the class of 
1860 at the College of Physicians and 
Surgeons of New York. After gradu- 
ating in medicine he practiced his 
profession in Elizabeth, N. J., until 
the outbreak of the Civil War. 

: In the year 1861, with the out- 
break of the Civil War, Sternbe 
was appointed Assistant Surgeon, 
S. Army, after due examination. Dur- 
ing the war he served in the Battle 
of Bull Run, where he was captured 
by the enemy and later made his es- 
cape after the expiration of his pa- 
role. He also served in the engage- 
ments at Gaines Mill, Turkey Ridge 
and Malvern Hill. Even during the 
early days of his career he showed 
exceptional ability and courage and 
received a brevet for meritorious 
service. 

Following the war, Sternberg 
served at Fort Harker, Kansas, and 
encountered a severe epidemic of 
cholera in 1867. During this epidemic 
he lost his first wife. In 1871 he was 
Post Surgeon at Ft. Columbus during 
the yellow fever epidemic. It is 
probable that the impressions made 
by the ravages of these diseases had 
much to do with deciding his subse- 
quent medical activities. As a result 
of his experience, careful observation 
and accurate reports of yellow fever 
at Ft. Columbus, he was detailed for 
duty in 1872 to New Orleans and Ft. 
Barrancas in the so-called yellow 
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fever zone. He observed two epi- 
demics of yellow fever at Ft. Barran- 
cas during this time, and during the 
second epidemic suffered a severe at- 
tack himself, with many complica- 
tions. His first publication of scien- 
tific value related to the clinical his- 
tory of yellow fever as observed by 
him during these epidemics. 

In 1876 Sternberg was ordered to 
the Pacific Coast for duty, and during 
this tour was engaged in the active 
campaigns against the Indians. Dur- 
ing these campaigns he distinguished 
himself for gallant service in the per- 
formance of duty under fire at the 
battle of Clear Water, Idaho, and re- 
ceived a brevet Lieutenant Colonel in 
recognition of his service. 


As a representative of the Medical 
Corps of the Army, Sternberg at- 
tended the meeting of the American 
Public Health Association in the fall 
of 1878 and on his return from this 
meeting he began his experiments to 
determine the practical value of com- 
mercial disinfectants which, until that 
tirae, had been used empirically. This 
work he continued in Washington 
and the laboratories of the Johns 
Hopkins University under the auspices 
of the American Public Health Asso- 
ciation. This meant daily and exact- 
ing application over a period of years 
under conditions far from ideal in 
the light of our present knowledge. 
He won for himself, however, the 
Lomb prize in 1886 and in 1888 the 


_results of .his work were published 


in full in the Transactions of the 
American Public Health Association. 
This work alone meant much in the 
battle against infectious diseases. 
Sternberg revised the work in 1899 
and it was translated into several 
foreign languages, and our present 
practical methods of disinfection are 
largely based on the result of this 
work, together with that of Koch. 
At that time, the accurate and logical 
methods of Koch were not available 
to laboratory workers in America, 
and Sternberg. was the only worker 
in pure bacteriology. Only those fa- 
miliar with the exacting methods of 
serious bacteriological research, con- 
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ducted by the immature methods of 
that time, can appreciate the magni- 
tude of this work on disinfectants. 

Coincident with his studies of dis- 
infectants, Sternberg carried on re- 
searches in other fields of bacteriolo- 
gy. In 1880. he discovered a micro- 
coccus in his own saliva, and that of 
other normal individuals, to which he 
gave the name Micrococcus Pasteuri. 
This organism, when introduced into 
the tissues of laboratory animals, pro- 
duced a fatal septicemia. Later, in 
1885, he discovered the fact that his 
micrococcus of sputum septicemia 
was identical with the capsulated mi- 
crococcus of rusty sputum of pneumo- 
nia described by Frankel. While it 
has fallen to the lot of Frankel to 
share the credit of this important 
discovery, there is no question that 
Sternberg first recognized and de- 
scribed the organism, although he did 
not associate it with pneumonia in his 
first publication. 

In 1881 Sternberg proved conclu- 
sively that the so-called Bacillus Ma- 
lariae of Klebs and Tommasi Cru- 
delli, then attracting wide attention, 
had nothing to do with the causation 
of malaria. In 1885 he demonstrated 
for the first time in this country liv- 
ing motile Plasmodia Malariae, first 
seen by Laveran in 1880, and subse- 
quently proved to be the cause of 
malarial fever. 

Sternberg was also the first to sug- 
gest the role of leucocytes as defend- 


ers of the body against pathogenic | 


bacteria. In one of his publications, 
in 1881, he suggested that the dis- 
appearance of bacteria from the cir- 
culation, observed in some of his ex- 
periments, “may be effected by the 
white corpuscles, which it is proven 
pick up after the manner of amoe- 
bae, any particles, organic or inor- 
ganic, which come in their way, and 
it requires no great stretch of cred- 
ibility to believe that, like amoe- 
bae, they may digest and assimilate 
the protoplasm of the captured bac- 
terium, thus putting an end to the 
possibility of its doing any harm.” 
This explanation is commonly spoken 
of as Metschnikoff’s Theory, since 
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he has been one of its chief defenders 
as a theory of immunity, but it was 
clearly stated by Sternberg several 
years before Metschnikoff’s first 
paper was published in 1884. 

The tubercle bacillus described by 
Koch in 1881 was demonstrated and 
photographed by Sternberg the first 
time in this country in the same year. 
He also introduced the typhoid bacil- 
lus to the medical profession of this 
country in 1886 in a paper read be- 
fore the Association of American 
Physicians. 

Of the many and varied problems 
with which Sternberg was identified, 
probably none absorbed more of his 
energies than his investigations of 
yellow fever, which date back to 
1871. In 1879 he began his search 
for the specific organism, while a 
member of the Havana Yellow Fever 
Commission, which lasted over a pe- 
riod of ten years. As a result of his 
work and the results of those work- 
ing under him, the history of yellow 
fever was complete except for the 
discovery of the causative organism, 
leptospira icheroides, which fell to 
the lot of Noguchi. He was twice 
sent to Havana during the months of 
yellow fever prevalence, and to Rio 
de Janeiro and Vera Cruz to continue 
his investigations, and to the town of 
Decatur, Ala., during the yellow fever 
epidemic of 1888. His report of these 
extended investigations showed that 
researches to that date failed to dem- 
onstrate the specific cause of yellow 
fever, that the claims of Domingo 
Friere to have discovered the germ 
of the disease, his Crytrovoccus Xan- 
thogeniccus, and his method of pro- 
ducing immunity had no scientific 
foundation; that the bacillus of Gibier 
and the micrococcus tetragenus of 
Finlay and the microorganism en- 
countered by himself and by other 
investigators bore no etiological rela- 
tion to the disease. It speaks well 
of his work that even after it was 
known that the infective agent was 
transmitted through the bite of a 
mosquito it was not until years after 
that the true causative organism was 
found. It was believed that the spe- 


tee 
ff 
f 


NOVEMBER, 1924. 


cific cause was _ ultra-microscopic. 
Having exhausted all resources at his 
command, in search of the specific 
cause of yellow fever, by microscopi- 
cal examination of blood and tissue, 
by cultural methods and by experi- 
ments on animals, he felt that direct 
experimentation on man was the only 
method left offering any promise of 
success. This line of work appears 
to have been pointed out to Major 
Walter Reed in 1900 when appointed 
chairman of the Yellow Fever Com- 
mission. 

Having been appointed Surgeon 
General of the Army in 1893, Gen- 
eral Sternberg was not able to per- 
sonally continue his investigation of 
yellow fever, but he had interested 
other officers of the Corps, who con- 
tinued the work more or less under 
his direction. In 1900 he organized 
the Yellow Fever Commission, of 
which Major Walter Reed was chair- 
man, shortly after Sanarelli claimed 
to have demonstrated the bacillus 
icteroides as the specific cause of 
yellow fever and his work had been 
confirmed by two officers of the Pub- 
lic Health and Marine Hospital Serv- 
ice. Major Reed’s investigations re- 
sulted in demonstrating that in yel- 
low fever the specific infectious agent 
is present in the blood of the patient 
and that the usual and probably 
only method of transmission of the 
disease is through the bites of the 
stegomyia mosquito. This demonstra- 
tion furnished the basis for preventive 
measures of incalculable value to 
mankind, which permitted the build- 
ing of the Panama Canal and which 
has almost wiped yellow fever from 
the face of the earth today. Al- 
though General Sternberg did not 
take part in these experiments, he 
appointed the commission, suggested 
much of its work, and much of the 
success achieved was rendered possi- 
ble by the preliminary work of Gen- 
eral Sternberg, which had eliminated 
numerous errors and overthrown 


many erroneous claims for the dis- 

covery of the specific organism. 
General Sternberg was the Surgeon 

General of the U. S. Army from 1893 
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to 1902, and as such did much to im- 
prove the efficiency of the Medical 
Corps. Even today the effects of his 
efforts are felt and many of his re- 
sults stand as monuments to a man 
of great achievement and foresight, 
who fostered and inculcated a scien- 
tific spirit in his corps. He estab- 
lished the Army Medical School, 
which has become indispensable to 
the Medical Corps, and which has 
only lately been consolidated with 
the Walter Reed General Hospital, 
and at some later date the Army 
Medical Museum and Surgeon Gen- 
eral’s Library will be combined with 
it to form the greatest medical cen- 
ter in the world. He established lab- 
oratories for scientific investigation 
at most of the important army posts, 
provided modern operating rooms 
and encouraged their use by surgeons 
in the service; and established the 
tuberculosis hospital at Ft. Bayard, 
N. M., which has recently been turned 
over to the Veterans’ Bureau for the 
treatment of veterans of the late war. 

During the Spanish-American War, 
General Sternberg met all the in- 
creased demands upon his corps with 
efficiency in the face of legislative 
embarrassment and administrative 
obstacles, establishing a corps of 
female nurses for service in perma- 
nent hospitals, increasing the medical 
staff by officers selected from the As- 
sociation of Military Surgeons, and 
afterwards supervising the organiza- 
tion of medical service in our tropical 
possessions. Four days after the dec- 
laration of war with Spain, General 
Sternberg issued instructions to all 
medical officers (Cire. I, 8S. G. O., 
April 25, 1898), cadling attention to 
the dangers of infectious diseases, 
particularly malaria, typhoid fever, 
diarrhea, dysentery and yellow fever, 
and making recommendations for 
prevention of these diseases. The in- 
structions in this circular are very 
complete, covering care of camp sites, 
latrines, kitchens, water, excretions 
of patients, etc., and even mentions 
at considerable length the probable 
method of typhoid and diarrheal dis- 
eases being transmitted through the 
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agency of flies. A noted sanitarian, 
in addressing the Medical Society of 
the District of Columbia in October, 
1898, said: “Had the lessons of the 
Civil War and thé note of warning 
sounded by Surgeon General Stern- 
berg in his famous circular of April 
25, 189%, four days after the declara- 
tion of the Spanish-American War, 
made a deeper impression upon our 
volunteer officers, the disgraceful in- 
sanitary conditions and dire conse- 
quences would not have been ob- 
served.” 

During the Spanish-American War 
he organized eight army hospitals at 
appropriate places, and equipped two 
hospital ships and one hospital train. 
He organized the female nursing 
corps, previously mentioned, which 
has become an indispensable part of 
our army, and the dental corps, which 
was so greatly needed. Both of these 
corps were organized in accordance 
with an act of Congress, passed on 
his recommendation. 

General Sternberg was retired from 
the army in 1902, having reached the 
age limit for active duty, but he con- 
tinued his duties as a citizen. He was 
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affiliated with many organizations, 
in a conspicuous way, having to .do 
with the welfare of Washington, 
D. C.. He was president of two com- 
panies dealing with improvement of 
housing conditions in Washington, di- 
rector and member of many hospital 
and tuberculosis committees, Profes- 
sor of Preventive Medicine in George 
Washington University, member of 
all important medical societies, Fel- 
low of American College of Surgeons, 
ex-president of American Medical As- 
sociation, American Public Health 
Association, Association of Military 
Surgeons, and honorary member of 
many foreign medical societies. 
General Sternberg was what might 
be called a self-made man. His early 
environment was not luxurious; a 
school teacher at sixteen; a student 
of medicine on borrowed money at 
nineteen, all of which money he after- 
wards returned; a surgeon in the 
U. S. Army at twenty-three—speaks 
for individual capacity that bade well 
to carry its possessor far in the race 
of preferment—as his subsequent 
history has well shown to have been 
the case. 


By LT. COL. M. A. W. 


William Crawford Gorgas was born 
in Mobile, Alabama,.on October 3, 
1854.. He was the son of General 
Josiah Gorgas, of Hispano-Dutch an- 
cestry, who was the chief of ordnance 
of the Southern Confederacy during 
the Civil War, and later the president 
of the University of the South, at 
Sewanee, Tennessee. His mother was 
Amelia (Gayle) Gorgas, daughter of 
Governor Gayle of Alabama. 

General Gorgas was graduated 
from the University of the South with 
the degree of A. B. in 1875, and from 
Bellevue Hospital Medical College 
with the degree of M. D. in 1879. He 
entered the Medical Department of 
the United States Army on June 16, 
1880, as first lieutenant, was ad- 
vanced to captain in 1885, and to 
major in 1898. 


WILLIAM CRAWFORD GORGAS 


SHOCKLEY, M. C. 


' In 1880 yellow fever was prevalent 
in Brownsville, Texas, in violent epi- 
demic form. Conditions were bad 
beyond the power of words to por- 
tray to those who have no recol- 
lection of conditions in a yellow fever. 
stricken city prior to 1880. The gov- 
ernment as well as the people at 
large had been appealed to. 

Gorgas, with the rank of lieuten- 
ant, was sent to Fort Brown, near 
Brownsville, to assist in the medical 
care of the civilian population. There 
he first met Miss Marie Cook Dough- — 
ty, who was seriously ill of yellow 
fever, and there he also contracted 
the disease. He married Miss Dough- 
ty Cincinnati. on September 15, 
1885. 

Later, General Gorgas was in ac- 
tive service in Florida, in the west, 
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in the Dakotas, and in the old Indian 
Territory. He accompanied the mili- 
tary expedition against Santiago in 
1898. While on duty before Santiago, 
General Gorgas was in charge of the 
field hospital for febrile diseases, 
some of which were yellow fever. He 
had many interesting, amusing and 
pathetic reminiscences of this service. 
Fate, possibly with a purpose, visited 
his system with yellow fever in early 
life, thereby making him immune to 
the disease. Because of his practical 
knowledge of yellow fever transmis- 
sion, he was .appointed chief sanitary 
officer of Havana, which post he oc- 
cupied from 1898 to 1902. ‘ 

During General Gorgas’ tour as 
Sanitary Officer at Havana, I had the 
pleasure, in company with Colonel 
Theodore Lyster, now retired, of serv- 
ing as his assistant. During this 
service General Gorgas, Lyster and 
myself lived in adjoining apartments 
in the old Maestranza, in which we 
had our offices. The constant asso- 
ciation that we had personally and 
officially with this most charming of- 
ficer made this for me the most in- 
structive and delightful duty tour I 
have ever had. 

In 1900 General Gorgas, as Sani- 
tary Officer, was in close contact with 
the investigation into the cause of 
yellow fever that was being con- 
ducted in Havana by the Walter 
Reed Board. The memorable dis- 
covery made by this board revealed 
the cause of the disease; but it was 
General Gorgas who applied these 
principles and effected the eradica- 
tion of yellow fever from Havana. 

You will remember that Major 
Reed had constructed, in an open 
field some distance from Havana, two 
thoroughly screened huts, in one of 
which he maintained mosquitos, sup- 
posedly infected; in the other (mos- 
quito free) he had non-immunes live 
among bedding and materials soiled 
by yellow fever cases. On an occa- 
sion early in the investigation, Gen- 
eral Gorgas, Lyster and myself, all 
of us known to have had yellow 
fever, were invited as a pleasantry 
to occupy the mosquito house, but 
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we all declined on the plea that as 
we were immunes the experiment 
would be useless, and as we were 
constantly exposed elsewhere, no 
proof of infection in the house could 
be secured. 


In 1904 General Gorgas was ap- 
pointed chief sanitary officer of the 
Panama Canal Zone, and in 1907 he 
was made a member of the Isthmian 
Canal Commission. In recognition of 
his work in Havana, his rank was in- 
creased to that of colonel by a special 
act of Congress in 1903, and he be- 
came Assistant Surgeon General of 
the United States Army. In 1915 
General Gorgas and his associates on 
the Isthmian Canal Commission re- 
ceived a vote of thanks from Con- 
gress for distinguished service ren- 
dered in connection with the con- 
struction of the Panama Canal. This 
is one of the few instances in history 
where sanitary achievement has been 
recognized by the state since Hip- 
pocrates was awarded a civic crown 
by the citizens of Athens for averting 
a pestilence from that city. This re- 
flects much credit on our national leg- 
islature as well as on Gorgas, for 
republics are usually unappreciative 
of the quiet conquests of science. 

In 1913 General Gorgas went to 
Rhodesia, South Africa, at the invita- 
tion of the Chamber of Mines, Jo- 
hannesburg, to advise as to the best 
means of preventing pneumonia and 
malaria among the native mine work- 
ers. He was appointed Surgeon Gen- 
eral of the United States Army, with 
the rank of Brigadier General, on 
January 16, 1914, and was promoted 
to Major General in 1915. He served 
with great distinction as Surgeon 
General during the trying period of 
our participation in the World War, 
until his retirement, at the age of 
sixty-five, on October 4, 1918. 

He never lost his interest in world 
sanitation. While he was stationed 
in the Canal Zone he visited Guaya- 
quil, Ecuador, and mapped out a plan 
for the control of yellow fever in that 
disease-ridden district. In 1916 he 
was made chief of the special Yellow - 
Fever Commission of the Rockefeller © 
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Foundation, and spent several months 
in South America making surveys and 
laying plans for the eradication of 
yellow fever from localities in which 
it still prevailed. 

After his retirement as Surgeon 
General, he immediately accepted the 
assignment to direct the yellow fever 
work which had been undertaken by 
the International Health Board of the 
Rockefeller Foundation. On May 7, 
1920, he sailed for England, en route 
to West Africa, where he was to in- 
vestigate the yellow fever situation. 
He fell ill in London on May 30, 
1920, and died on July 4, 1920. 

At the death of General Gorgas 
humanity lost a mighty genius and a 
noble friend. 

Simple in character and _ habits, 
gentle, kindly, just and considerate in 
every way, he was an exemplar of 
the ideal of an American gentleman. 
Always a friend and never an enemy, 
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he was nevertheless an indefatigable 
opponent of any person who persisted 
in a wrong, and never quit a conflict 
until the wrong was righted or the 
opponent defeated. 
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GANGRENOUS TYPE OF POSTOPERATIVE PNEUMONIA 


WILLIS S. LEMON, M. D., and ARTHUR E. MAHLE, M. D., Division of Medicine, 
Mayo Clinic, Rochester, Minnesota. 


Gangrenous pneumonia is only one 
of several types of postoperative pul- 
monary complications, but its char- 
acter is so serious that it adds ma- 
terially to the mortality percentages 
in any institution in which large num- 
bers of operations are performed. The 
two great causes of death in such in- 
stitutions are primary sepsis and sec- 
ondray pulmonary complication. Sep- 
sis will not be considered here except 
as it relates directly to the pulmonary 
complications. How important a role 
pulmonary complications in general 
may play, is best illustrated by ref- 
erence to statistics gathered from for- 
eign and American institutions. These 
indicate that sickness and death oc- 
cur with such regularity that their in- 
cidence can readily be foretold; their 
relative frequency seems to be almost 
uniform in all large and well con- 
ducted institutions. It is to be ex- 
pected that one in fifty patients op- 


(*Read before the New Mexico State Medical Society, Santa Fe, May 28, 1924.) 


erated on will develop some type of 
pulmonary complication, and that one 
in 185 will die from it. Deaths due 
to pneumonia alone, following opera- 
tions of all types, are approximately 
0.5 of 1 per cent, while the morbidity 
percentages are approximately 1.12 
for general surgery, and 4.4 for lap- 
arotomies. Homans reports approxi- 
mately 5 per cent from 16,043 lap- 
arotomies. Cutler and Hunt point 
out that a higher incidence of com- 
plications .occurs when - operative 
fields cannot be kept at rest. They 
assert that 2 per cent of all patients 
operated on, 4 per cent of all pa- 
tients who have abdominal opera- 
tions, and 8 per cent of all patients 
who have epigastric operations, de- 
velop pulmonary complications. Mc- 
Kesson made observations on postop- 
erative lung complications, and com- 
bined statistics in 39,438 cases, in 
which the pulmonary morbidity was 
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3.03 per cent, and the mortality 1.06 
per cent. These are data that can be 
verified, at least approximately, in 
any hospital in which large numbers 
of such patients are under observa- 
tion. 

In 1910, Beckman reported on 
3,657 operations from the Mayo Clin- 
ic, in which there was a pulmonary 
morbidity of 0.01 per cent (thirty- 
seven cases) and a mortality percent- 
age of morbidity of 16 (six cases). 
In 1912, his report covered 5,835 op- 
erations with a morbidity of 0.015 
per cent (eighty-nine cases) and a 
drop in the mortality percentage of 
morbidity to 7 (six cases), while in 
1913, his report covered the results 
of 6,825 operations with a morbidity 
of 0.012 per cent (eighty-seven cases) 
and no mortality. This is the only 
statistical report of its kind in regard 
to mortality. The percentage of mor- 
bidity compares favorably with that 
of Ranzi of von Eiselberg’s Clinic, 
who had an incidence of 3.8 per cent 
following 6,871 operations, and of 
von Lichtenberg, whose incidence was 
1.9 per cent following 23,673 opera- 
tions. In this country Armstrong had 
an incidence of 2.2 per cent follow- 
ing 2,500 operations with a mortality 
percentage of morbidity of 58.1, and 
Cutler and Morton reported on 3,490 
cases with an incidence of 1.86 per 
cent and a mortality percentage of 
morbidity of 50.7. In 1920 Cutler 
and Hunt reported 1,562 cases from 
the same institution (Peter Bent 
Brigham Hospital) with a morbidity 
of 3.52 per cent, and a mortality 
percentage of morbidity of 20. A 
year later they reported 1,604 cases 
with a morbidity of 3.92 per cent, 
and a mortality percentage of mor- 
bidity that had fallen to 7.93. 

For the three years reported by 
Beckman, there were 16.317 cases; 
fifteen of the patients (one in 1087) 
had died. In 1922, at St. Mary’s 
Hospital (Mayo Clinic), 9,075 opera- 
tions were performed, of which 5,661 
were abdominal. The total mortality 


was 1.9 per cent, and the mortality 
for abdominal! operations 2.8 per cent. 
Of the 164 patients who died, thirty- 
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five were known to have pneumonia 
of various forms and degrees of sev- 
erity. It was sufficiently serious to 
be considered the cause of eight 
deaths, a definite contributing cause 
of thirteen, and a terminal cause of 
fourteen. Twenty-four patients had 
bronchopneumonia, two had lobar 
pneumonia, one had embolic pneu- 
monia, and eight had gangrenous 
pneumonia. 


Instead of an anatomic classifica- 
tion, an etiologic one would be more 
instructive from the standpoint of the 
surgeon. The knowledge of the cause 
of the complication would suggest 
ways and means for prevention. Cer- 
tainly any disease than can be fore- 
seen should submit to treatment or 
prevention. The types of pneumonia 
seen in the Mayo Clinic may be di- 
vided as follows: 


1. The embolic type—This type of 
pneumonia comes on suddenly, usual- 
ly several days after operation, and is 
associated with bright red blood in 
the sputum, following the initial pleu- 
ritic pain. Stripped of the infective 
elements, from whatever source, such 
lesions usually appear and subside 
rapidly. They are small, circum- 
scribed and lobular, rather than lo- 
bar, usually affect the lower lobe of 
the right lung, and are especially 
common following operations on the 
upper abdomen, especially on the 
stomach, and are serious only when 
they add to the load already being 
carried by a very sick patient whose 
reserve has already been taxed by an 
operation that in itself was a grave 
risk. 

Because of the onset with pain, 
the persistence of pain, the lobular 
distribution throughout the lower 
lobes, and the cone-shaped x-ray 
shadow, Cutler and Hunt sponsor the 
embolic theory to explain postopera- 
tive pneumonia. They note the well 
recognized infrequency of lobar pneu- 
monia, and believe it is due to the 
mechanism of production of the pul- 
monary lesion. They think this is 
another proof of the embolic origin 
of the complication. 
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2. Auto-infection type — The fact 
that one so infrequently finds ne- 
cropsy evidence of thrombosis in cases 
of postoperative pneumonia, that the 
classical picture of embolic pneumo- 
nia is infrequently seen by the path- 
ologist, and that the bacteriology is 
of the respiratory tract, suggest an- 
other mechanism, auto-infection. The 
two may interact, as has been shown. 
A lesion may form and be truly em- 
bolic in character. The infective fac- 
tor may readily be present and pre- 
pared to change an infarct into pneu- 
monia. The patient, when weakened 
by disease or the shock of operation, 
is infected by bacteria of which he 
himself is the healthy carrier. This 
type usually appears suddenly, with- 

_in twenty-four to forty-eight hours 
after operation, without chill, but 
with a sharp rise in temperature, and 
frequently with moderate pleuritic 
pain. The temperature falls within 
the third to the fourth day by lysis, 
and the yellow mucopurulent sputum 
contains Group 4 pneumococcus. This 
is the form described by Whipple and 
Cleveland. Like them, we have found 
Group 4 pneumococcus almost always 
present, although recently the sputum 
from an extremely ill patient was 
found to contain Group 1 organisms. 

3. Epidemic pneumonia —JIn the 
third type, that due to epidemic pneu- 
monia, the patient operated on may 
obtain his infection through the air 
passages by breathing bacteria from 
persons who are infected by the spe- 
cific organism. Such patients are sus- 
ceptible to infection, as are patients 
outside the hospital, and an appreci- 
able rise in incidence percentage is 
always noticed during epidemics; the 
organisms found belong to the group 
that prevails as the etiologic or incit- 
ing factor, increasing in virulence as 
they pass from patient to patient. It 
is in this type that organisms of 
Group 1, 2, or 3 are found on group- 
ing the sputum, and the mortality 
varies with the severity of the epi- 
demic. 

4. Terminal pneumonias—The ter- 
minal pneumonias appear especially 
in debilitated patients suffering from 
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chronic cardiac insufficiency, malig- 
nancy, nephritis, diabetes, and so 
forth, or in moribund states following 
operations. They present neither signs 
nor symptoms, the former because the 
patient’s condition is such that dili- 
gent search is not desirable, and the 
latter because respiratory symptoms 
are overshadowed by those of disso- 
lution. It is a type of pneumonia 
that is of interest as a pathologic 
condition, but not otherwise to the 
surgeon or physician because, though 
often anticipated, it does not respond 
to treatment. 

5. Aspiration pneumonias — As [ 
have mentioned, embolism is undoubt- 
edly an important factor in the causa- 
tion of pleurisy or pneumonia, very 
probably more important than has 
been suspected. Back of it, however, 
unobserved, is the circulatory defect, 
the weakened heart muscle, and the 
slowed stream, so commonly observed 
in the middle aged and the debili- 
tated patient, and making the pro- 
duction of thrombi around the pel- 
vic veins possible. We agree with 
Whipple that Group 4 is the most 
common type of pneumococcus found 
in the so-called ether pneumonias, 
which are, of course, really not ether 
pneumonias at all. The disease ap- 
pears with equal regularity, regard- 
less of the anesthetic or the anes- 
thetists; (there were ten experienced 
anesthetists in the cases in the 1922 
study). There were fewer instances 
of pulmonary infection among pa- 
tients under local anesthesia, but 
there were fewer patients so treated; 
relatively the difference is insignifi- 
cant when cases of equal severity and 
operative risk are compared. In less 
well-trained hands, however, the an- 
esthetic is of decided danger. Irrita- 
tion of the bronchi occurs and a de- 
scending infection of the respiratory 
tract results. These dangers are ac- 
centuated when the patients on the 
one hand are ill of debilitating dis- 
ease of long standing, weakened 
sease of long standing, weakened 
from hemorrhage or the toxic effect 
of more acute illness, or reduced in 
vitality by the very nature or dura- 
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tion of the operation performed. On 
the other hand, when local anesthesia 
is used, in cases of throat operations, 
the danger, it would seem to us, is 
materially increased if the pharyn- 
geal and cough reflexes are deadened. 


FACTS DERIVED FROM EXPERIMENTAL 
WORK ON ANESTHESIA 


Holscher believed that ether could 
not be blamed for all postoperative 
lung diseases, but felt sure that it had 
a greater influence in their produc- 
tion than other anesthetics. He quotes 
Norwert who says that the aspira- 
tion from the mouth during anesthe- 
sia is an important basis for lung in- 
fection, and that-a paralysis of the 
soft palate, base of tongue and epi- 
glottis occurs, so that mucus flows 
into the respiratory canal. This is aspir- 
ated into the depths of the respira- 
tory tract and is the cause for res- 
piratory infections. Holscher believed, 
however, that poor technic was more 
blameworthy, and performed numer- 
ous experiments to prove his conten- 
tion. As a result he concluded that: 
(1) ether slightly alters the secre- 
tion, but does not cause an inflamma- 
tion of the tracheo-bronchial mucous 
membrane, (2) during ether anesthe- 
sia, tracheal rales are due to the as- 
piration of mouth secretion, and can 
be avoided by proper technic, which 
will permit mucus to flow from the 
mouth; this can be accomplished by 
turning the head to the side and 
keeping the lower jaw elevated, (3) 
most of the infections of the lung 
after ether anesthesia are due to as- 
piration from the mouth, (4) the ac- 
tion of cilia of the trachea and bron- 
chi is not disturbed during the anes- 
thesia, and (5) the secretion of mucus 
during ether anesthesia is influenced 
not only by local stimulation, but also 
in a small degree by central stimuli. 

Lichtenberg quotes from many au- 
thors, and especially from the work 
of Holscher, with regard to the 
marked excretion of saliva and mu- 
cus; he is of the opinion that mucus 
collecting at the entrance to the 
larynx travels down the air passage 
partly by inspiration and parly by its 
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own weight. Henle calls attention to 
ether anesthesia, especially in rela- 
tion to the previous effect of body 
cooling, and Armstrong has also 
stressed this factor, especially in up- 
per abdominal surgery. 


Myerson found that twenty-two of 
100 patients having tonsillectomy un- 
der light anesthesia retained their 
cough reflex, but seventy-eight did 
not cough during the operative pro- 
cedure, although they retained the 
laryngeal reflex. Of these only six 
were free from blood and mucus in 
the tracheobranchial tree, whereas 
eighteen of the twenty-two, who had 
cough reflex, had no blood or mucus 
when examined with the broncho- 
scope. When lightly anesthetized, 
the patient coughs only in the pres- 
ence of increased irritability of the 
respiratory tract. Myerson believes 
that blood mixed with mucus does not 
carry a sufficient stimulus to set the 
cough reflex in motion. 

In association with Dr. Mann we 
anesthetized dogs and placed bis- 
muth in their mouths, carrying on the 
anesthesia until the animal died from 
it. The head was kept in the upright 
position, and after death the lungs 
were removed, after tying off the 
trachea. In such dogs the bronchi 
contained bismuth (Figs. 1 and 2). 


_It may be conceded that, under or- 
dinary conditions, conscious adults do 
not aspirate foreign material; more- 
over, ether does increase the amount 
of mucus collecting in the pharyn- 
geal well. Under certain conditions, 
such as (1) the debility previously 
referred to, (2) the failure of pro- 
tective reflexes, when patients are ex- 
tremely ill or delirious, unconscious, 
intoxicated, or insane, (3) the pain 
of an abdominal wound, (4) the ten- 
sion of bandages that are allowed to 
be placed too high and to cover the 
lower ribs and the insertion of the 
diaphragm, (5) the lack of move- 
ment of the diaphragm and subse- 
quent massive, pulmonary collapse, 
as described by Pasteur, Briscoe, 


Scrimger, Bradford, Elwyn and Girs- 
dansky, and others, (6) the circula- 
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tory damage from disease or age, and 
(7) weakness of expiratory effort 
preventing expulsion, so that mucus 
churns about, sonorous rales can be 
heard, dyspnea and cyanosis appear, 
probably with depression of the pro- 
tecting nervous center, and aspiration 
into the bronchial tree occurs. This 
mechanism, a similar but much more 
gross aspiration than that described 
by Lord as productive of ‘‘ether pneu- 
monias,”’ accounts for the type of as- 
piration pneumonia we shall describe 
here in detail. 

The work of Myerson and Hol- 
scher, and the experimental work in 
the Clinic have proved that mucus and 
blood may invade the bronchial tree 
in both man and animal when anes- 
thetized for surgical reasons. Vomit- 
ing, followed by aspiration, is a sec- 
ond mechanism by which foreign ma- 
terial can be carried to the lung. It 
appears, not during deep anesthesia, 
but at the onset of unconsciousness 
and as consciousness returns. The 
nursing care at these particular stages 
of anesthesia should be most watch- 
ful. It is the time, however, of great- 
est opportunity for error and neglect, 
especially postoperatively, because re- 
sponsibility is being transferred from 
anesthetist to ward tender, and again 
to the nurse in charge of postopera- 
tive care. The distance from the op- 
erating room to the patient’s bed pro- 
vides for hidden dangers, not unlv 
from the causes already mentioned 
but also from chilling. In some large 
clinics these dangers are obviated by 
having patients transferred directly 
to a large warm room adjacent to the 
operating suite, in which they may re- 
gain consciousness under the observa- 
tion of special nurses trained to care 
for them; this minimizes the oppor- 
tunity for postoperative complications. 
Constant supervision alone can pro- 
tect the shocked, sweating and nau- 
seated patient from the gravest dan- 
ger in surgery. Provided a good cir- 
culation is maintained and the lungs 
remain uninfected, the patient has 
little to fear from surgical operation 
except sepsis, and the usual dangers 
incident to his disease and operation. 
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If carelessness exists at any time from 
the beginning of the anesthesia to the 
return of consciousness, than assur- 
ance is destroyed because pulmonary 
complications may appear and hazard 
his recovery. When aspiration of in- 
fected foreign material occurs sud- 
denly, this material can be discovered 
in the bronchi and bronchioles if 
death succeeds quickly. In instances, 


‘however, in which death supervenes 


late, it is with the greatest difficulty 


‘that the original infective material 


can be discovered, and only a hint 
as to its origin can be obtained by 
the odor of the lung, or in case of 
vomitus, by the yellowish discoloration 
in the bronchial mucosa. In only one 
or two instances in the Clinic was it 
possible to discover evidence that def- 
initely identified the aspirated ma- 
terial as vomitus. 

Although unconsciousness from an- 
esthesia is so important a factor in 
aspiration, it is by no means essential. 
Patients who have had perfectly 
smooth general anesthesia, or those 
who have had local anesthesia, and in- 
deed those who have had no anesthetic 
at all, may succumb to aspiration pneu- 
monia of gangrenous type, if (1) the 
operation performed was conducive 
to formation of much mucus, and the 
mouth is in an unhealthy or neglected 
condition,- providing myriads of the 
usual forms of bacteria and also 
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Fig. 1 (Dog H45). An x-ray picture of the 
lung of an etherized dog with 20 per cent 
barium solution poured into its mouth, 4 c.c. 
every two minutes until 50 c.c. was admin- 
istered. 

Fig. 2 (Dog H47). An x-ray picture of 
the lung of an etherized dog with 35 c.c. of 
barium solution poured into its mouth at in- 
tervals. 

Fig. 3 (Case A404586). Prolonged case 
of gangrenous pneumonia. Photograph of 
hospital chart, showing irregular temperature 
and pulse, with increasing respiratory rate. 

Fig. 4 (Case A417181). Acute case of 
gangrenous pneumonia. Photograph of hos- 
pital chart, showing rapid fall in temperature 
with rapid rise in pulse rate. 

Fig. 5 (Case A411122). Acute case of 
gangrenous pneumonia. Hospital chart show- 
ing rapid rise in temperature and pulse. 
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Fig. 6 (Case A381784). Gangrenous pneu- 
monia with multiple abscesses involving the 
middle portion of the lobe. 

Fig. 7 (Case A390354). Many small ab- 
scesses of the lungs surrounded by pneumonia 
areas. Many bronchi show dilatation of their 
lumina and an acute bronchitis. 

Fig. 8 (Case A411122). Abscesses through- 
out the lung tissue with considerable necrosis 
and breaking down of these areas, and very 
little reaction in the surrounding parenchyma 
around these areas. 

Fig. 9 (Case A425360). Relatively lar, 
abscesses throughout the parenchyma. The 
remaining lung tissue shows relatively little 
evidence of pneumonia. 

Fig. 10 (Case A411122). Early gangren- 
ous process in midst of small bronchioli. Note 
homogeneous stimulus cell debris. The epithe- 
lium of the bronchioli is still intact. 

Fig. 11 (Case A411122). More advanced 
gangrenous process than Figure 10, extending 
into adjacent parenchyma. 

Fig. 12 (Case A386051). An early stage 
of gangrenous pneumonia, showing karyoly- 
sis of nuclei, and the cytoplasm of the cells 
merged into a structureless dense mass which 
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takes a light pink eosin stain. Note the 
small degree of reaction in the adjacent par- 
enchyma. 

Fig. 13 (Case A386051). An area of gan- 
grenous pneumonia, showing a more advanced 
stage of necrosis.than Figure 12, with area 
of autolysis in the midst of process. Note 


that the parenchyma shows more reaction 
than in Figure 12. 
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saprophytes; (2) debilitation or shock 
has resulted from operation, and 
there is an inhibition of normal res- 
piratory movements, suppression of 
normal impulse to cough, or weakness 
of expulsive power, preventing dis- 
charge of mucus from the pharynx; 
(3) the cardiovascular mechanism is 
such that the pulmonary circulation 
is impaired, chronic passive conges- 
tion exists and resistance to infection 
is decreased, or (4) the lungs are 
the seat of chronic infection. 

We have instances of this char- 
acter, of which one may be cited. 
Thyroidectomy was performed under 
local anesthesia and nitrous oxide oxy- 
gen. There were superfluous mouth 
secretions, and audible churning about 
in the pharynx. The patient was de- 
bilitated by disease and by the opera- 
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tion. Cardiac embarrassment, as evi- 
denced by the onset of auricular 
fibrillation, occurred immediately af- 
ter operation, and soon after, the 
lungs, which had long been the seat 
of chronic bronchitis, became con- 
gested, and the patient developed 
acute bilateral bronchiectasis asso- 
ciated with pneumonitis of gangren- 
ous character. In other instances the 
mechanism is less clear because no 
technical mischance occurred, and it 


- must be assumed that aspiration oc- 


curred during unconsciousness or semi- 
consciousness, and that the introduc- 
tion of putrefactive bacteria set up 
the condition. In the majority of 
cases, and almost always when spec- 
ial care is taken to search for them, 
spirilla and fusiform bacilli are found 
in the sputum before death, and in 
the lungs at necropsy. One can ex- 
pect them when the breath has a 
foul, sweetish,.or musty odor. Buday 
considers these organisms the specific 
cause, and sufficient to produce ne- 
crosis and putrefaction. 

Whether or not bronchoscopic re- 
moval should be considered, if the 
patient’s strength is insufficient to 
raise the secretion, is an open ques- 
tion. It has been suggested by Jack- 
son in other types of disease, but has 
not been used in the Clinic. The 
gravity drainage methods have been 
used, however, but with indifferent 
results. 

MECHANISM OF ASPIRATION 

When infective material is carried 
into the lung it may be in such vary- 
ing amounts that the mechanism is 
essentialiy different. A patient may 
suddenly drown in his own secretion, 
or he may- aspirate so little that a 
transient, so-called ether pneumonia, 
is produced, obviously a different 
process. Amounts insufficient to fill 
the bronchial system, however, may 
be aspirated. It may be sufficient 
to allow air to enter the bronchioles 
and distal portions of the lung, but 
interfere with its egress when the 
bronchus narrows during expiration. 
A stasis of secretion results, infection 
occurs, the lung and the bronchial 
wall become infected, cough from ex- 
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cess of secretion develops, but is in- 
effectual, dilatation of the bron- 
chioles and smaller bronchi occurs, 
producing acute bronchiectasis and 
pneumonitis. Thence by extension or 
aspiration, the greater: portion of the 
lung, especially throughout the lower 
lobes, becomes involved, putrefaction 
and necrosis appear, and the whole 
process advances so rapidly that the 
myriads of bacteria which fill all the 
spaces in the lung and destroy the 
tissue, may kill the patient before the 
usual signs of inflammatory reaction 
can be evidenced in the lung. 

In this respect, this type of pneu- 
monia differs from the suppurative 
lesions thoroughly described by Asch- 
ner, except that form classified by 
him as Group 1 of the suppurative 
pneumonitis cases. These he describes 
as primarily suppurative, the result 
of submersion and aspiration. It also 
differs from the gangrene of the lung 
described by Norris and Landis, who 
follow Osler’s classification. There 
is not of necessity in these cases, the 
mysterious something that produces 
gangrene, especially among those who 
suffer from diabetes, or among the 
insane. 


DISCUSSION OF MAYO CLINIC SERIES 


In this study of pneumonia of gan- 
grenous type, were included nineteen 
cases which have been observed clin- 
ically since 1921, and in which ne- 
cropsies had been made. There were 
eighteen males and one female. It 
is not expected that this proportion 
is the one that will always be found, 
because there seems no reason why 
the males should be so preponderate. 


' Age incidence—The age of the pa- 

tients seems to be of no relative im- 
portance. Five were between thirty 
and forty years, four between forty- 
one and fifty, five between fifty-one 
and sixty, and five between sixty-one 
and seventy. 


Primary disease—It seemed impor- 
tant to inquire into the nature of the 
illness for which this group of pa- 
tients were treated. From the knowl- 
edge that we have of the postopera- 
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tive pulmonary infections, it would 
be expected that the majority of them 
would fall into the group requiring 
upper abdominal surgery. We were 
surprised, however, to find the con- 
stancy with which the upper abdomen 
was involved, the lower abdomen be- 
ing affected in only two cases, al- 
though the appendix was removed in 
five. Carcinoma of the colon occurred 
once, and femoral hernia once. Of 
the diseases not definitely related to 
the abdomen, exophthalmic goiter 
treated surgically occurred twice, and 
nephritis was the only serious non- 
surgical disease. 

NON-PULMONARY COMPLICATIONS AS 
A FACTOR IN PRODUCING GAN- 
GRENOUS PNEUMONIA 

It is expected that patients of ad- 
vanced years will have complications 
probably without symptoms, causing 
the greatest difficulty in evaluating 
the surgical risk. In this series, four 
patients had cardiac hypertrophy, 
and four had arteriosclerosis. In no 
instance, however, was operation per- 
formed on patients who had definite 
decompensation, or whose blood pres- 
sure was sufficiently high to be a 
menace. The gall-bladder disease of 
one patient was complicated by 
chronic pancreatitis; two patients had 
advanced nephritis; one, with a sur- 
gical disease, developed evidence of 
nephritis after operation; and the 
other, with a medical disease, came 
to the Clinic for the treatment of 
nephritis. One patient developed 
paratyphoid dysentery, and an ulcer 
was found at postmortem examina- 
tion. These serious lesions are men- 
tioned because they tended to remove 
the chance of recovery that the pa- 
tients would otherwise have had, and 
because they caused debility which 
seems to be an essential factor in 
providing a mechanism very similar 
to that in anesthesia for gangrenous 
involvement of the lungs. 

Weight — The debility brought 
about by the previous illnesses of the 
patient may be represented very 
graphically in this series by the 
weight loss. Twelve of the nineteen 
patients were from 9 to 25 per cent 
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underweight, or an average of 15.5 


per cent. The weight had’ been lost. 


in from one to twelve months; the 
average period was six and one-half 
months. Two of the patients had 
made slight gains in weight within 
the preceding few weeks; one was 4 
per cent, and the other 5 per cent 


above normal. The only woman rep- 


resented in the series had always 
been asthenic, and at operation 
weighed only 105 pounds. The weight 
of four patients was not stated. 


Blood pressure—The blood pres- 
sure is one of the fundamental func- 
tions of the body, and if considered 
with the weight, often gives an idea 


' of the vitality of the patient. Eight 


patients were found to have blood 
pressures of approximately 120, three 
of 130, two of 150, four of 160, and 
one as high as 190; the blood pres- 
sure of one was not stated. Patients 
with exophthalmic goiter or who were 
advanced in years had the highest 
blood pressure. The number of 
adults with blood pressures averag- 
ing below 120 suggests the debility 
under which many of these patients 
labored. The lowest blood pressure 
registered wsa 92 systolic and 62 
diastolic; another patient had a sys- 
pee pressure of 96 and a diastolic 


Anesthesia—F acts obtained from ex- 
perimental work on anesthesia have 
been discussed because they repre- 
sent a possible mechanism by which 
this type of pulmonary infection might 
be brought about. It was important 
to know whether or not the anes- 
thetic in itself could have been re- 
sponsible for the cases in the series, 
and a survey was therefore made of 
the anesthetist’s reports, of the type 
of anesthetic used, and of the length 
of time that the patient was under 
anesthesia. It was found that eleven 
anesthetists with long experience had 
given the anesthetics. Nine anesthe- 
tists gave the anesthetic to only one 
patient each, and one had given the 
anesthetic to five patients; at the end 
of the anesthesia, the report was sat- 
isfactory in each instance. One an- 
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esthetist had given the anesthetic to 
four patients and made one definitely 
unsatisfactory report, and one of the 
four had a slight degree of cyanosis. 
Of the nine patients, each anesthe- 
tized by a different anesthetist, one 
did not make a good recovery, but 
the condition was satisfactory during 
the anesthesia. There was no report 
of what happened while the patient 
was being transferred from the op- 
erating room to his bed. Two patients 
were reported as perspiring, and an- 
other vomited a small amount while 
on the operating table. The condi- 
tion of all the others was reported 
as satisfactory. The anesthetist’s re- 
port covers the amount of mucus, 
cyanosis, shock, vomiting ,respiration, 
pulse, and perspiration. If any of 
these is present, the anesthesia has 
been reported as unsatisfactory. 

Ether was used eleven times, and 
the average amount was 6.2 oz.; the 
average time consumed by the opera- 
tion was forty-eight and one-half 
minutes. 

Novocain and nitrous oxid oxygen 
was used once over a period of forty- 
five minutes, and was satisfactory. 
Novocain and ether was used twice; 
in the first operation the patient was 
in a satisfactory condition, and in the 
second operation, lasting sixty-five 
minutes, the patient was perspiring, 
but otherwise the condition was satis- 
factory. 

Novocain and nitrous oxide gas 
with oxygen was used once over a pe- 
riod of ninety minutes, with a satis- 
factory report. 

Novocain, nitrous oxid oxygen and 
ether was. used on one occasion for. 
an operation lasting fifty minutes. 

Novocain and nitrous oxid oxygen 
with ether was used in one very se- 
rious operation that lasted the long- 
est of any in this series. The anes- 
thesia was unsatisfactory inasmuch as 
the patient vomited on the table, had 
a slight degree of cyanosis, a pulse 
of 120, and respiration of 30. 

Onset of gangrenous pneumonia.— 
If all gangrenous pneumonia is due 
to aspiration at the time of the anes- 
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thetic, it would be expected that 
signs should appear very early. In 
only two instances was the onset of 
pulmonary disease immediate; one of 
these has been previously mentioned, 
in which the anesthetic was given un- 
der great difficulty, and the patient 
had definite vomitus that could be 
aspirated; in the second instance the 
patient had had satisfactory anesthe- 
sia, but recovery was extremely un- 
satisfactory; there had been a great 
deal of mucus that could be heard 
churning about in the pharynx, caus- 
ing embarrassment to breathing, and 
cyanosis. In two instances, the exact 
time of onset could not be -ascer- 
tained; in three instances, the re- 
covery from operation was perfectly 
satisfactory for as long as seven, 
eight, and fourteen days, respectively. 
It would not seem that the anesthetic 
in these cases could have had any 
bearing on the incidence of gangren- 
ous pneumonia, but that the lack of 
strength and expulsive power pro- 
vided for aspiration, and that the 
mechanism was not different from 
that appearing in anesthesia, coma or 
immersion. In the other cases, the 
onset was on the first day in one, the 
second day in six, the third day in 
two, and on the fourth day in two. 
Earliest symptoms and signs.— 
In studying only one or two cases of 
gangrenous pneumonia, a faulty con- 
ception of the symptoms might be 
obtained, and for this reason the rec- 
ords of all nineteen cases were care- 
fully checked. As a result, a sig- 
nificant clinical picture of the onset 
of the condition can be quite ac- 
curately drawn. There is a rather 
sudden onset of fever, accelerated 
pulse and quickened respiration. The 
patient appears very ill, and usually 
is sweating and cyanotic. Ordinarily, 
there is an excessive amount of mu- 
cus which can be heard rumbling in 
the throat; the cough is ineffectual 
and nonproductive, or productive of 
only rather small amounts of mate- 
rial. The breath, as a rule, has a 


foul odor before the odor can be de- 
tected in the mucopurulent sputum; 
however, the foul odor may not ap- 
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pear until later in the disease. The 
first sputum produced may be frothy 
and almost entirely mucoid in char- 
acter. The physical examination of 
the patient is likely to be disappoint- 
ing in the early stages, excepting that 
dyspnea, shock, and cyanosis may be 
observed. Occasionally pain in the 
chest will be complained of, while 
over the posterior lobes of the lungs 
a slightly decreased resonance with 
a few fine rales may be obtained. On 
the day following this primary exam- 
ination, however, many more signs 
may be apparent, especially in the 
rapidly .progressing cases. Among 
these, well developed patches of bron- 
chopneumonia, scattered throughout 
the bases, have been observed as 
early as the second day. Usually, 
however, one is impressed by the fact 
that the signs obtained on ausculta- 
tion are those of bronchitis rather 
than of pneumonia, with marked bub- 
bling rales and a diminished reso- 
nance rather than actual dullness. 
Within the two or three days follow- 
ing the onset of the disease, cyanosis 
becomes more marked; sweating, 
drenching in character, frequently ap- 
pears; restlessness, exhaustion and 
delirium become manifest, and the 
dyspnea becomes extremely urgent 
and may amount to actual respiratory 
distress, resembling air hunger. Hy- 
perpnea and apnea, in periods suc- 
ceeding each other, were observed in 
one instance, while typical Cheyne- 
Stokes respiration was seen frequent- 
ly in patients in whom dissolution was 
imminent. The mucus increases in 
amount and changes in its character, 
becoming increasingly foul as its con- 
sistency alters from mucopurulent to 
a thin greenish or yellow, almost 
essentially purulent material. In two 
instances only was blood seen either 
intimately mixed with the sputum, or . 
free. In one instance, the sputum 
was suddenly raised in such large 
amounts that a clinical diagnosis of 
abscess of the lung was made. Such 
a symptom is rare except in pro- 
longed cases. 

The temperature, pulse and respi- 
ration are shown in Figures 3, 4 and 
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5. It is, of course, evident that a 
serious outcome may be- expected 
when the temperature falls progres- 
sively as the pulse rises, and as the 
respiratory difficulty increases. 

On physical examination, in the 
more prolonged cases, the chest is 
seen to move rapidly with respira- 
tion, vocal fremitus is increased over 
certain patches, particularly in the 
posterior portions of the chest, or it 
may be entirely absent. Vocal reso- 
nance is either increased or decreased 
in much the same way, while percus- 
sion reveals areas of dullness that 
may increase to actual flatness. Dull- 
ness is similar to that found in cases 


of bronchopneumonia, but as time 


passes, may simulate that of lobar 
pneumonia in much the same way as 
do the pseudolobar forms of broncho- 
pneumonia. On _ auscultation, fine 
rales are usually found in both sides, 
becoming crackling or later of coarse 
bubbling type. The breath sounds are 
similar in every way to those heard 
in bronchopneumonia, but occasional- 
ly they are very distant, with absent 
fremitus and distant vocal resonance, 
giving the impression that fluid is col- 
lecting within the chest. This has 
been, on occasion, a case for a nega- 
tive finding on aspiration of the chest, 
and probably is the result of a filling 
of the bronchus, preventing air from 
entering that portion of the lung. 
Both breath and sputum are frequent- 
ly very foul. The cough is a variable 
symptom and has been described as 
persistent, ineffectual, paroxysmal, 
occasional, continuous, yery slight, or 


absent, and in a very exceptional in- | 


stance, was so violent as to open the 
abdominal wound. 


LABORATORY EXAMINATIONS 


As one would expect in gangrenous 
pneumonia, there. were large numbers 
of different bacteria, among these be- 
ing staphylococcus, streptococcus in 
short chain, Micrococcus catarrhalis, 
and the pneumococcus. Fusiform 
bacillus and the spirilla have been 
found, and represent the more un- 
usual types of bacteria. It is this 
type that Buday believes is responsi- 
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ble for the production of gangrene. 

X-ray findings.—There is very little 
of significance in the x-ray findings 
except the presence of a pneumonic 
infiltration, and frequently of pleuritic 
thickening, which may simulate the 
presence of fluid. Evidence of dilata- 
tion of the smaller bronchi, and acute 
bronchiectasis, in association with 
pneumonia, was apparent on several 
x-ray plates. 

Leukocytes.—The leukocyte count 
was variable; the highest count was 
29,400, and the lowest 2,800. The 
average leukocyte count, however, 
was 11,900. A drop in the leukocyte 
count appeared frequently enough to 
be significant. In one instance, the 
count fell from 29,400 to 11,200 on 
the day preceding death; in another 
from 19,400 to 9,300, and in a third 
from 13,000 to 7,000. In only two 
instances was there a rise in the num- 
ber of leukocytes immediately pre- 
ceding the death of the patient. 

Examination of the teeth.—The 
teeth were especially examined in 
thirteen cases, and in six they were 
in so satisfactory a condition that no 
notation was made. In three cases 
pyorrhea was very advanced, in four 
it was moderate, in two there were 
carious teeth, and in one marked 
gingivitis with diseased roots. We do 
not believe that the records regarding 
periapical infection are of sufficient 
importance in these cases to require a 
report. Pyorrhea, however, with the 
presence of pus around the gums, 
provides for myriads of bacteria, 
which, mixed with the sputum, add 
to the danger if aspirated into the 
lung. 

Pathology.—The pathological pic- 
ture of postoperative gangrenous 
pneumonia is characteristic in both 
the gross and microscopic aspects. A 
most outstanding feature is the very 
characteristic putrefactive odor that, 
in cases of extensive involvement of 
the lungs, permeates the entire room, 
and renders diagnosis possible with- 
out examination of the lung or knowl- 
edge of the associated pathologic 
findings, or the previous history of 
the patient. 
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The pleural cavity of patients who 
‘have succumbed to gangrenous infec- 
tion may contain a small amount of 
turbid fluid, or there may be signs of 
beginning acute purulent pleuritis. In 
some instances small subpleural ab- 
scesses have ruptured into the pleural 
space, causing massive infection with 
advanced purulent pleuritis. There 
may be light adhesions over the lower 
lung which are easily broken apart, 
or dense walling off of true empyema 
pockets in the patients who have sur- 
vived for a considerable length of 
time. ‘The pleura early loses its glis- 
tening appearance, and may be cov- 
ered by an exudate. The process 
usually is too brief to allow much 
organization of the exudate. 


The involved portion of the lung 
has an increased density and feels 
nodular, as in ordinary bronchopneu- 
monia. On cut section of the lung, 
one notes the putrid, sweet odor typi- 
cal of gangrenous pneumonia. The 
trachea and bronchi may contain 
purulent exudate, and the mucous 
membrane is bright red in color and 
edematous, showing the acute bron- 
chitis almost universally present. This 
condition extends into the finer 
bronchi. Very often, in more exten- 
sive cases’ and those apparently of 
long duration, there is a dilatation of 
the smaller bronchi, a typical bron- 
chiectasis. Some of these bronchi are 
completely filled with rather dense 
exudate, which, on manipulation or 
squeezing, can be easily pressed out. 
The pneumonic process, as a rule, in- 
volves the more dependent portion of 
the lung and is bilateral; although 
one portion of the lobe may be 
involved on oneside more than on the 
other. Only in very extensive and 
speedily fatal cases are large areas of 
the lung involved, and in such in- 
stances the entire lung may contain 
small abscesses. The affected portions 
are gray to grayish brown, and lie 
around the bronchi. These areas as 
a rule have circular borders and may 
show multiple lighter areas in their 
midst, due to small patches of necro- 
sis throughout the tissue. The pneu- 
monic areas contain small abscesses. 
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They may vary in number in differ- 
ent parts of the same lung, depending 
on the degree to which the gangren- 
ous process has advanced. They vary 
in size from a few millimeters to 1 
cm. or more; the walls are ragged 
and irregular, and may be multilocu- 
lar in form. The intervening lung 
tissue may show little or no reaction, 
and may be bright red, due to hemor- 
rhagic edema; exudate may be read- 
ily squeezed from this portion of the 
lung. _ Should the process be of longer 
duration, the intervening tissue may 
be granular and dark red. (Figs. 6. 
7, 8 and 9.). 


In most cases the trachea and 
larger bronchi show the typical his- 
tologic picture of an acute tracheitis 
and bronchitis. The cells of the mu- 
cous membrane are swollen, and 
polymorphonuclear leukocytes have 
invaded the submucosa, which like- 
wise shows an infiltration of serum. 
The smaller bronchi and bronchioles 
may be plugged with great numbers 
of leukocytes. Many bronchi in the 
midst of the pneumonic area have 
no distinguishable mucous membrane, 
but are filled with a homogeneous, 
deep blue-staining mass of debris sur- 
rounded by leukocytes, or the process 
may be so extensive that one would 
not be able to recognize the structure 
as a bronchus, were it not for the 
adjacent artery, as the walls of the 
bronchus have been destroyed by 
necrosis and gangrene. (Figs. 10, 11, 
12 and 13.) 


The reaction in the parenchyma is 
typical. One finds varying stages of 
the disease throughout the lung, from 
small abscesses made up of great 
numbers of polymorphonuclear leuko- 
cytes, to areas of necrosis of the 
entire structure of the alveoli and in- 
terstitial tissue, the latter simply re- 
maining ‘as a skeleton without no- 
ticeable living nuclei. An advanced 


stage is the more common finding of 
fairly large necrotic areas having in 
their center a mass of structureless 
debris, the gangrenous lung tissue, 
which takes a deep blue basic stain 
with hematoxylin and eosin-stained 
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sections. These gangrenous areas are 
often seen to be in close proximity 
to a small bronchus, and in some sec- 
tions seem to spread from the bron- 
chus. (Figs. 10 and 11.) 

The most characteristic micro- 
scopic picture and one which distin- 
guishes gangrenous pneumonia from 
ordinary postoperative bronchopneu- 
monia is the areas of gangrenous ab- 
scesses in the midst of lung tissue 
which usually shows little reaction. 
This unaffected lung tissue is in strik- 
ing comparison to the extensive necro- 
sis, resembling a consuming, destroy- 
ing inflammation. So virulent does 
this process appear, and so sharp is 
the distinction between the affected 
and nonaffected lung tissue, that one 
may conceive it to have been caused 
by some strong reagent which acts 
speedily over a localized area and 
causes quick local destruction of tis- 
sue. The gangrenous areas have in 
their center the homogeneous sruc- 
tures, deep blue-staining tissue, the 
tissue debris. Surrounding this is an 
area of necrosis, the structure of the 
alveoli, blood vessels, and so forth, 


remaining as a skeleton without vis- 


ible living nuclei. This zone may be 
surrounded by a few polymorphonu- 
clear leukocytes, lymphocytes and 
serum, which fill the adjacent alveoli. 
Farther from this area and in the 
remaining alveoli, there may be a col- 
lection of serum with a few red blood 
cells; it is the rule that the demarca- 
tion be clean cut and distinct between 
gangrenous areas and _ intervening 
parenchyma. However, the adjacent 
tissue may show evidence of more ad- 
vanced exudate with a variable num- 
ber of leukocytes, in proportion to 
serum. (Figs. 12 and 13.) 

It seems probable that the process 
has extended by way of the bronchi, 
since the gangrenous areas are usual- 
ly in the neighborhood of the bronchi, 
since necrosis is so often found di- 
rectly in their lumina, and since the 
trachea and larger bronchi show the 
evidence of a very acute bronchitis. 

In some instances, food (gastric 
contents) has been found in the bron- 
chi. The microscopic search for for- 
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eign material in the stained sections 
has not been satisfactory. In no in- 
stance were we able to distinguish 
vegetable or meat fibres. This is to 
be expected, however, because the 
process is so extensive, so rapid, arid 
necrosis develops so early that recog- 
nition would be almost impossible. 


Laboratory studies, when made, re- 
veal large numbers of putrefactive 
bacteria which can be easily identi- 
fied by ordinary smear. The fusi- 
form bacilli and spirilla predomi- 
nate. 
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DISCUSSION 


DR. C. C. DAVIS, Albuquerque, N. M. 
(Opening discussion): I have listened with 


great interest to Dr. Lemon’s paper and think 
we are singularly fortunate in having a man 
of his experience and, knowledge with us. 
I feet that the field has been covered so 
thoroughly that anything I might say would 
neither add to nor detract from the paper 
doctor has read. 


the 
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One or two queations came to my mind 
and I think if we can carry away with us a 
satisfactory interpretation, it will be a great 
help to the men in the Southwest, dealing 
to a. great extent with pulmonary conditions. 
It seems from the paper that the principal 
thing in the aspiration pneumonia of the 
gangrenous type is the prevention of this 
complication, and the doctor covered that 
very. thoroughly, telling us just how that 
could be done and thus avoid the complica- 
tion. The question of anesthesia occurred 
to me, and I wonder what his opinion is in 
regard to that in pulmonary diseases. I no- . 
ticed some of the cases developed very late. 
It. would seem there was not a very great 
amount of irritation from ether anesthesia 
immediately following the operation, but I 
wonder if in some of these late cases it was. 
not due to a delayed reaction and thus the 
gangrenous type developed later. 

In the Southwest we have a great deal to 
do with surgery in complicating pulmonary 
conditions and we have had to sacrifice ether 
anesthesia to a great extent because it seems 
that, although ether does not apparently af- 
fect the lungs at the time, still, later on, we 
get a great spread of the tuberculous con- 
dition in the chest, which is avoided by using 
a combination of local anesthesia with twi- 
light sleep. I should like to have Dr. Lemon’s 
en in the use of twilight sleep with mor- 
phine and subsequent local anesthesia. We 
apparently get very good results with our 
surgery as far as lung complications are con- 
cerned, and seldom get any extension of the 
tuberculous condition of the chest by the 
above method. 


DR. A. M. FORSTER (Colorado Springs, 
Colo.): I feel that Dr. Lemon ought to i 
congratulated on the wonderful detail with 
which his subject has been prepared. There 
is one particular pojnt which I feel is of spe-. 
cial note in this paper, and that is the demon- 
stration of the sympathetic co-operation be- 
tween the internist and the surgeon. I wish 
to mention two cases I happened to recall as 
Dr. Lemon was reading his paper. 


One was a case of obstruction of the 
esophagus, and we saw very clearly under 
the x-ray when the patient attempted to 
swallow barium, that it went down jnto the 
esophagus, met the obstruction and returned, 
flowing over into the larynx and trachea. 
The patient had had this condition for a num- 
ber of years and was doing the same thing 
with his food, afterwards coughing it up from 
the trachea and bronchi. 


The other was a case of empyema, and by 
injecting barium into the pleural cavity you 
could see through the fluoroscope the barium 
pass into a bronchial fistula and then into 
the trachea, up to the larynx and down the 


esophagus without producing any conscious 
symptoms. 

DR. K. D. LYNCH (El Paso, Texas): 
I think this paper needs a good deal 


more discussion than -those which fol- 
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low it. I am actually interested from the 
standpoint of the surgeon. I believe that the 
majority of cases at the Clinic are given ether 
anesthesia and I think in a way, from listen- 
ing to Dr. Lemon read his paper, that he has 
come to the conclusion that it is not so much 
the character of the anesthesia that has to 
do with this type of pneumonia. I have fol- 
lowed the methods at the Clinic for a good 
many years and have operated upon a con- 
siderable number of tuberculous kidneys in 
the Southwest and have given every one of 
these cases ether anesthesia, whether with 
active tuberculosis, or arrested tuberculosis. 
We have had no difficulty whatever in sixty- 
two cases operated upon for tuberculosis of 
the kidney with ether anesthesia. The sixty- 
third case was one that demanded nitrous 
oxid anesthesia. He was under Dr. Homan’s 
care and developed very rapidly progressive 
tuberculosis and died. 


I use a great deal of spinal anesthesia and 
have had one case followed by pneumonia. 
The case got well—apparently of the embolic 
type. 

We are all doubtful as to what does cause 
these postoperative pneumonias and have not 
had the chance to follow these cases up. It 
has been a great treat to listen to this paper 
and find out that in a great number of the 
cases some at least will be considered aspira- 
tion pneumonias. 
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We have had four other cases of apparent- 
ly an embolic type in operations done in the 
lower portion of the body, where the actual 
aspiration from the throat did not enter into 
the question.” 

DR. W. S. LEMON, Rochester, Minn. (clos- . 
ing discussion): In reply to a question, I 
will make this statement. A great many 
splendid surgeons have given inhalation anes- 
thesia (using ether) to tuberculous patients. 
I do not advise the use of ether in such cases 
unless it is very necessary. Tuberculosis is a 
chronic pulmonary infection, and one avoids 
inhalation anesthesia in the presence of all 
chronic pulmonary diseases whenever possible, 
in order to prevent a recurrence of the dis- 
ease which in tuberculosis may stimulate 
activity in the lesion, and in chronic bron- 
chitis or bronchietasis may stimulate acute 
infection and bronchopneumonia, a complica- 
tion that is not unusual and is similar to that 
following the use of ether anesthesia in cases 
of acute bronchitis, coryza, pharyngitis or 
other acute infection of the respiratory tract. 

Regarding the aspiration phenomenon men- 
tioned by Dr. Forster, it becomes necessary 
to emphasize the protective mechanism of the 
lung rather than its vulnerability, as I have 
done. Undoubtedly many instances of fairly 
gross aspiration occur, but the healthy lung 
with a normal cough-reflex rids itself of its 
foreign material quite promptly, and no se- 
rious complication results. ; 


THE AMBULATORY TREATMENT OF PEPTIC ULCER* 
ERNEST CLYDE FISHBAUGH, A. M., M. D., F. A. C. P., Los Angeles, California. 


The methods of treatment of pep- 


tic ulcer have varied from time to 


time in the hands of various schools 
of clinicians. The procedures advo- 
cated by such eminent men as Leube, 
Lenharz, Sippy, Mayo and Moynihan, 
with which all are familiar, empha- 
size the diversity of teaching in the 
care of this disease. All of these 
divergent methods have yielded ex- 
cellent results in the hands of their 
respective advocates. Sir Berkeley 
Moynihan, in discussing the medical 
treatment in his recent article, “‘Di- 
agnosis and Treatment of Chronic 
Gastric Ulcer,” states: “A really 
serious attempt to treat all cases of 
chronic gastric ulcer by medical 
treatment should be made.” In re- 
viewing the various methods of medi- 
cal treatment he concludes that, 


“The most rational of all methods is 
that introduced by Sippy which . 
would appear to meet more combat- 
antly those conditions in the stomach 
which we believe must be controlled 
before an ulcer can have a chance to 
heal.” 

It is quite evident from a careful 
review of the literature that the 
strong tide of opinion in favor of sur- 
gery in all cases of ulcer is rapidly 
subsiding and that careful medical 
management should precede opera- 
tive interference in the vast majority 
of cases. 

Gastro-enterologists are constantly 
coming in contact with patients hav- 
ing had gastro-enterostomy, pyloro- 
plasty, pylorectomy, excision of the ul- 
cer and so forth, who have had a re- 
turn of their previous symptoms, 


(*Read before New Mexico State Medical Society, at Santa Fe, N. M., May 28, 1924.) 
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even though the surgery was per- 
formed by most excellent men. In 
fact, it would seem quite unreason- 
able to assume that even though one 
ulcer was completely cured another 
could not occur. Such must fre- 
quently be the case. 

The decision as to what method 
should be utilized in the treatment 
of any case must depend upon a most 
careful study of the case. Such 
study should consist of a carefully 
taken history, thorough physical ex- 
amination, Wassermann test, com- 
plete blood count, urine examination, 
fractional test meal, numerous stool 
examinations and a thorough x-ray 
study of the kidneys, gall-bladder 
gastro-intestinal tract. Atten- 
tion should be directed in all cases 
toward the localization and eradica- 
tion of possible foci of infections. 

From the study of large series of 
peptic ulcer patients the methods of 
treatment may be briefly classified as 
follows: 


I. Surgical. 
A. Perforating ulcers. 
(1) Complete. 
(2) Incomplete. 
B. Obstructing ulcers. 
C. Chronic indurating ul- 
cers. 
D. Ulcers with recurring 
hemorrhages. 
II. Medical. (All cases not in- 
cluded under surgical.) 
A. Rest-in-bed cases. 


(1) MHemorrhaging 
ulcers. 

(2) Marked pylo- 
rospasm_ with 
gastric reten- 
tion. 

(3) General debil- 


ity. 
(4) Expediency. 
B. Ambulatory cases. 
(1) All cases not 
included above. 
After a thorough study as outlined 
above it is quite easy to select from 
this simple classification the method 
of treatment which would yield the 
most favorable prognosis. 


553 


A review of our last one hundred 
private patients demonstrated to 
have peptic ulcer by examination, 
operation or results of medical treat- 
ment, showed the relative proportion 
of methods of treatments employed 
to be as follows: 


1. Surgical Cases: Five. 


A. Perforating: Three. 
(1) Complete: 
None. 
(2) Incomplete: 
Three. 


B. Obstructing: One. 
C. Chronic Indurating: 


None. 
D. Massive, recurring, 
hemorrhages: One. 


II. Medical: Ninety-five. 
A. Rest-in-bed: Six. 
B. Ambulatory: Eighty- 
nine. 

From this table it is evident that 
the vast percentage of peptic ulcers 
occurring in private practice can be 
successfully treated by the ambula- 
tory method. 


The success of the ambulatory 
method is dependent upon certain 
factors, namely: 

1. Absolute co-operation of the 
patient. Individuals presenting them- 
selves for treatment in private prac- 
tice are usually delighted to know 
that they can be relieved of their dis- 
tress and pain and be cured without 
the necessity of going to bed or giv- 
ing up their work. They are usually 
sufficiently intelligent to carry out 
all orders if given careful explana- 
tion and instruction as to the cause 
of their symptoms, the manner by 
which the symptoms may be relieved 
and the necessity for the utmost 
promptness and diligence in comply- 
ing with every detail of the treat- 
ment. The explanation should be 
given with great care and the direc- 
tions carefully written. The patient 
should be seen daily until all symp- 
toms are completely relieved and 
then less frequently as seems advis- 
able. The patient should be encour- 
aged to report immediately any un- 
usual manifestation. 


554 


2. The treatment should continue 
over a long period of time. This is 
possible only if the patient under- 
stands that relief of symptoms does 
not mean a cure. A firm cicatrix 
means months of freedom from all 
irritation. . 

8. Instruction should be given as 
to the early symptoms of reappear- 
ance of the ulcer. The onset of any 
indigestion, gastric distress, belching 
or heaviness should be considered a 
warning and if properly managed 
will quickly disappear, while if al- 
lowed to continue will result in the 
reappearance of pain and the break- 
ing down of the old ulcer or the be- 


_ ginning of a new one. 


Patients who have had recurring 
attacks of ulcer admit that the early 
symptoms of the reappearing ulcer 
were neglected. Doubtless numerous 
reappearing ulcers and _post-oper- 
ative recurrences could have been 
avoided if the patients were properly 
advised and educated in this respect. 

The ambulatory method of treat- 
ment, like all other forms of treat- 
ment, is based on certain principles. 

1. An ulcerated surface is pre- 
sent. 

2. The ulcerated surface must 
not be irritated. ; 

3. Hydrochloric acid, being an ir- 
ritant, must be neutralized. 

4. Stomach should not become 
distended. 

5. The patient must receive suffi- 
cient food value. : 

6. There should be_ sufficient 
bowel elimination. 

A detailed explanation of each of 
these principles to the patient is es- 
sential in securing his co-operation. 

Two types of diet have been util- 
ized: (1) Milk and cream. (2) 
Non-stimulating soft foods. Eighty-six 
(91%) of the ninety-five cases 
treated medically in the above group 
of cases were managed on milk and 
cream alone. Nine per cent were fed 
on non-stimulating soft foods. 

Milk and cream in proportion of 
two parts of whole milk and one part 
of cream has seemed to be an ideal 
combination. The milk and cream is 
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non-irritating, non-stimulating, has 
high ealoric food value and undoubt- 
edly controls the excess acidity to a 
considerable degree. The combina- 
tion of milk and cream is given at 
two-hour intervals eight times a day. 
The size of each feeding at the onset 
of this diet is determined by the emp- 
tying time of the stomach as ob- 
served by the fractional test meal 
and the x-ray examination. If the 
stomach, during the laboratory study, 
emptied within three or four hours, 
it is safe to allow six ounces of the 
milk and cream mixture at each 
feeding on the first day. If there is 
no sensation of fullness at the end of 
that day eight ounces may be given 
the following day. If there is evi- 
dence of pylorospasm smaller quan- 
tities are given at the onset in addi- 
tion to therapeutic doses of atropine 
or tincture of belladonna. The quan- 
tity of milk and cream is gradually 
increased until the patient experi- 
ences no hunger sensation or empti- 
ness and still is not sufficient to pro- 
duce fullness or distress in the late 
afternoon. Many patients are able 
to take from ten to twelve ounces at 
each feeding. The average sized pa- 
tient will lose very little weight on 
the eight-ounce feedings, and will 
gain when taking ten to twelve 
ounces. On this quantity of food - 
there is no complaint of weakness or 
hunger even at the onset of the treat- 
ment. 

The excess acidity is further con- 
trolled by the use of sodium bicar- 
bonate, magnesia and bismuth in va- 
rious combinations. The amount of 
alkali needed is determined by the 
results of the fractional test meal, the 
relief of symptoms and the amount 
of acid present in the stomach at 
the end of the day. In most in- 
stances it is unnecessary to do eve- 
ning lavage in order to know that 
the acidity is controlled and that the 
stomach is emptying properly, as the 
patient’s freedom from distress is a 
good index. 

Magnesium oxide is added to the 
powder combination in quantities suf- 
ficient to regulate the bowel move- 
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ments. Patients taking ten to 
twelve ounces of milk and cream 
should have two to three soft formed 
stools daily. 

' The powders are prepared in bulk, 
patient taking one teaspoonful, or 
less as needed, from one-half hour to 
one hour after each feeding. The 
powder should be repeated as often 
as necessary to prevent any gastric 
distress. By individualizing the 
amount of alkali given each patient 
there should be no occasion or fear 
of alkalosis. The fractional test meal 
gives guiding information in this re- 
gard. 

The patients remain on the. milk 
and cream diet for four to six weeks 
and at the end of this period, in 
many instances patients would rather 
continue on milk and cream than eat 
other foods. They are slowly given 
non-stimulating, soft foods such as 
- well-cooked cereals, rice, soft eggs, 

baked potatoes, very tender or pu- 
reed peas, finely chopped spinach, 
baked or broiled chicken, broiled 
lamb chops or filet steak, custards, 


plain ice-cream, apple sauce, baked 


apple, puree of prunes, dry toast or 
stale bread. Three small meals se- 
lected from this list of foods are al- 
lowed and, in addition, milk and 
cream with each meal, midway be- 
tween each meal and on retiring. 
The powder is given at regular in- 
tervals after each feeding and grad- 
ually decreased in amount. 

The patient should continue on a 
bland sort of diet for several months 
and abstain from overeating, all 
forms of stimulating foods, condi- 
ments and alcohol. 

The remaining nine cases, or nine 
per cent, were given practically the 
same foods as those coming off the 
milk diet. They were placed on the 
soft, non-stimulating foods because of 
their aversion to milk and cream. 

Their management was less satis- 
factory. It is difficult to carry soft 
foods to work and take them at in- 
tervals of every two or three hours. 
The milk and cream is readily car- 
ried in a thermos bottle and requires 
very little time and causes little in- 
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convenience. 

The ambulatory treatment of pep- 
tic ulcer can be successfully con- 
ducted in the vast majority of pri- 
vate patients. It is needless to state 
that the economic factor is tremen- 
dous. Patients requiring hospitaliza- 
tion not only pay large hospital bills 
but lose their income. - 

CONCLUSIONS 
I. The majority of private pa- 
tients with peptic ulcer can 
be treated successfully by the 
ambulatory method. 


II. Milk and cream in proper 
combination is an ideal diet 
for this form of treatment. 

III. Economically the ambulatory 


method is highly desirable. 


DISCUSSION 


DR. W. H. WOOLSTON, Albuquerque, 
N. M. (opening): It has been a plesaure to 
review Dr. Fishbaugh’s paper. The Society 
is to be congratulated on having him here. 
It is a rational method of medical treatment 
in the majority of acute cases. It does away 
with hospitalization, which means a great 
deal to the patient economically. However, 
though I can subscribe to almost everything 
Dr. Fishbaugh has said, our point of view 
may be slightly different in respect to the 
chronic peptic ulcer, since my training and 
experience have been largely. surgical. 

In the history of peptic ulcer, the periods 
of excerbations and improvements are char- 
acteristic and it has been shown at autopsy 
that a certain number have healed without 
treatment; therefore, we must be circumspect 
in concluding that -medical treatment alone 
has been the factor in relieving symptoms. 
However, careful medical treatment usually 
results in great or permanent improvement. 
Successful management under a strict Sippy 
regime requires several weeks’ hospitaliza- 
tion and a prolonged dietary regimen after- 
wards, which is out of question for a great 
majority. That is why Dr. Fishbaugh’s 
method should be an improvement on the 
Sippy treatment if it will fit enough cases. 
Surgical treatment results satisfactorily in 90 
percent of duodenal and 80 percent of gas- 
tric ulcers after operation. The common 
types of operation are the Billroth I-II, 
Polya, Finney pyloroplasty, Horsley opera- 
tion, excision, gastro-enterostomy with py- 
loric occlusion. The operation must be fitted 
to the patient rather than the patient to the 
operation. Gastro enterostomy has fallen 
into ill repute largely due to its abuse and 
indiscriminate use. We have found that the 
Polya operation has a larger field of use- 
fulness than most of the other methods. 

The acute simple ulcer is infected superfi- : 
cially and can be cured by medical means, 
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but the chronic is infected through the 
deeper layers of the stomach or duodenum 
and cannot be reached by medical therapy. 
The ulcer surface heals and leaves an in- 
durated, infected area, so we have recur- 
rences in spite of a strict diet. The only 
cure is the removal of this area when possi- 
ble. The difficulty is that they are sub- 
jected to repeated medical cures, so that 
when the surgeon gets them, a certain per- 
centage have perforating ulcers, adhesions, 
etc., which make a resection out of the 
question. 

Average mortality of acute and chronic 
ulcers surgically treated, from all causes, is 
2 percent in duodenal (which rarely become 
malignant) and 3.5 percent gastric (which 
often become malignant). Finsterer’s mortal- 
ity in 407 cases was 4.4 percent; in the last 
three years 1.8 percent. 

Chronic ulcer tissues lose the power of re- 
pair, apparently. There is a rim of dense 
scar tissue around the ulcer and in its crater. 
A close parallel is the varicose ulcer. There 
is repeated healing and recurrence as long as 
we leave the pathology, focus of lowered re- 
sistance in the scar, and the etiological fac- 
tor is still present. 

Hyperacidity is described as one of class- 
ical signs of peptic ulcer and therefore should 
be reduced by alkaline treatment and a non- 
irritating diet. But if one accepts the judg- 
ment of A. J. Carlson, Professor of Physiolo- 
gy at the University of Chicago, there is no 
disease known capable of producing a true 
hyperacidity, and the pathologic deviation in 
acid and pepsin is invariably in the direction 
of decrease and at best we have a hyper- 
secretion caused by hyperactivity of the acid 
cells about the antrum. It has been further 
established in gastric and duodenal ulcer un- 
accompanied by pyloric obstruction that there 
may be normal acidity (10 percent of cases) 
or a complete achylia. So the indiscriminate 
use of alkalis and the non-irritating diet of 
modern medicine cannot be rational in this 
group of cases which cannot be distinguished 
clinically from the rest. Alkalosis occasion- 
ally results from its use. We can’t turn the 
patient loose on alkalis, therefore frequent 
visits to the doctor and frequent stomach 
analyses are necessary. ‘ 

The internists who claim a cure of 95 
percent of all ulcers are very optimistic. 
They should have the opportunity of operat- 
ing on some of the cases the surgeon gets 
who have had repeated cures, and especially 
the 5 percent they grant the surgeon. Per- 
forating or penetrating ulcers adherent to 
the head of the pancreas or gallbladder or 
surrounded by adhesions, hemorrhaging ul- 
cers in which the patient is a fine risk, or 
the gastric ulcer which has become malig- 
nant. 

It is surprising the mortalit 
I do not mean by this that 


is not higher. 
1 ulcers should 


be treated surgically, but I think more of 
them should be given the benefit of surgical 
treatment sooner and not procrastinate with 
a chronic ulcer which is a surgical condition. 
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All acute cases should be treated medically; 
preliminary . and. postoperative medical treat- 
ment until the altered physiology has become 
adjusted, which it quickly does, are of great 
importance to the surgical treatment. The 
salvation of the internist, if he wants 100 
percent of the peptic ulcers, is to diagnose 
them early, and by the accurate methods 
Dr. Fishbaugh has described and the x-ray, 
which is accurate in 95 percent of cases, 
this is quite possible. 


From what I have said, you can see that 
{ am surgically inclined, but I do not want 
you to feel that I am criticising Dr. Fish- 
baugh’s paper at all; I am simply taking this 
opportunity to present the surgical treatment 
in a brief and very incomplete manner. 


DR. R. O. BROWN (Santa Fe, N. M.): 
There is one thing I want to say in regard 
to Dr. Woolston’s contention as to the fre- 
quency of new ulcers and the recurrence of 
old ulcers. I happen to have a close knowl- 
edge of one case where an old ulcer was 
healed apparently and a new ulcer devel- 
oped and the condition following it was the 
cause of death. It happened about a year 
ago. The patient had a very severe intes- 
tinal hemorrhage, which was the first thing 
that warned him there was anything radically 
wrong. He had had indigestion for over a 
year and a half and had been treated by a 
doctor who had not investigated very thor- 
oughly, but had told him he “had a little in- 
digestion”, to “modify his diet,” ete. He 
passed at one time several quarts of fluid 
blood, following a period of about a week, 
during which he noticed his stools were 
dark in color. He was taken to the hospital 
immediately and a diagnosis of duodenal 
ulcer made on clinical findings and x-ray. 
He was placed on a diet and kept in bed for 
about a month and a half and then allowed 
to be up and around a little. He was very 
weak, 76 years of age, but the distress left 
him, and he was all right until about the 
beginning of November. We had more x-rays 
taken then which showed the outline and 
shadow of the duodenum just about as they 
were before. There had been practically no 
symptoms. On the 8th of November he had 
another hemorrhage, passing at least ‘one 
pint of fluid blood by rectum, following three 
days of slight distress. He was again placed 
on a soft djet. There was continual bleeding 
from the time of the second hemorrhage 
right straight along until he was placed on 
a Sippy diet, with alkalis and neutralizing 
powders of soda bicarbonate and calcium 
carbonate. After a week of this treatment, 
bleeding apparently stopped. Chemically, 
there was no trace of blood in the bowel 
movements. The kidneys, however, were not 
in very good shape. While alkalosis was not 
shown by blood chemistry, the blood alka- 
linity was reduced below normal, though 
within the boundary of safety. There was, 
however, increased blood urea found. He 
gradually developed uremia and died. Post- 
mortem showed old healed duodenal ulcer; 
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about one and a half inches from it, higher 
up in the duodenum, was a recent ulcer, 
about three-quarters of an inch in diameter, 
which was not at that time bleeding, but 
was healing over. Injection of methylene 
blue solution did not show any leakage at all 
from the vessels in the ulcer, but there 
seemed to be no question at the postmortem 
but that the old ulcer had been healed over 
to the extent ‘where it was causing no trouble 
and the small and new ulcer was the one 
that was giving the trouble. There was no 
evidence of focal infection anywhere else in 
the body, and why the ulcer should occur 
was not very clearly brought out. Only one 
thing pointed to the trouble, and that was 
perhaps the spleen. Blood pressure had not 
been over 140 at numerous examinations 
during the last fifteen years, but.in spite of 
that fact, there were found markedly con- 
tracted kidneys, and marked arteriosclerosis 
—the kidney lesions _.being apparently the 
cause of death. 

DR. E. C. FISHBAUGH (closing discus- 
sion): I wish to thank the Society for the 
invitation to be present at the state meeting; 
I have enjoyed being with you very much 

and appreciate greatly your courtesy. 

. As far as the surgical treatment of ulcer 
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is concerned, we all realize that there are a 
great many surgical cases, and we also realize 
that medical treatment does not cure all cases 
by any means, but neither does surgical 
treatment. 

Last year we saw two ulcer cases that 
were enormous in size. One of these gastric 
ulcers was operated upon and found to be 
two inches in diameter. This man had been 
operated upon four years previously, and 
about two months later the ulcer recurred. 
At the second operation it seemed practically 
impossible to do anything because of the nu- 
merous adhesions, and , Foran of the size 
of the ulcer, so the surgeon cauterized the 
ulcer. The man had been completely free 
of symptoms for three weeks, was on a regu- 
lar postoperative diet, when suddenly he had 
a sharp pain in the abdomen, followed by 
hemorrhages. He again came into my hands. 
Under medical management, the ulcer healed 
and he has been entirely free from all symp- 
toms for eight months. 

The other case was a man who died from 
hemorrhage and on autopsy an ulcer was 
found which was four inches in length, one 
and one-half inches in width. Of course, 
such an ulcer could only be treated by cau- 
terization and not by removal. 


CASE REPORTS OF CERTAIN DISEASES SIMULATING 
TUBERCULOSIS* 


A. M. FORSTER, M. D., and T. J. KINSELLA, M. D., Cragmoor, Colorado Springs, Colo. 


Our idea in presenting this paper is 
to illustrate with a few brief case re- 
ports some of the diagnostic problems 
which present themselves in an insti- 
tution devoted almost entirely to the 
handling of tuberculosis. These cases 
were either sent to us with the diag- 
nosis of tuberculosis or with the fail- 
ure to recognize complications which 
were very important from the point 
of view of treatment. We feel that 
such problems often face the general 
practitioner and that it is always 
timely to attempt to throw some light 
on the question of differential diag- 
nosis. 

Since the World War we have all 
recognized the importance of non- 
tuberculous lung infection as a cause 
of chronic illness, and we have 
learned to be careful not to call every 
chronic lung infection tuberculosis. 
This is particularly necessary because 
so often the non-tuberculous lung in- 
fections follow some focal infection 


of the upper respiratory tract, and, 
unless this focal infection is properly 
cared for, there is little hope of cure 
of the lung condition itself. In fact, 
we feel very strongly that it is par- 
ticularly necessary, whether in tuber- 
culosis or other conditions, to make 
a thorough investigation of the upper 
as well as the lower respiratory tract. 

Case one is not presented because 
of any unusual features, but simply 
because it is typical of the type above 
mentioned. The patient was consid- 
ered to have chronic pulmonary tu- 
berculosis of long standing. How- 
ever, repeated sputum examinations 
failed to reveal any tubercle bacilli 
and the x-ray disclosed sinusitis. With 
the clearing up of the sinus condition 
and the institution of postural drain- 
age, we hope to be able to return 
this patient to active life. An inter- 
esting point is that in spite of the 
long standing chronic lung infection 
this patient has no definite clubbing 


(*Read before New Mexico State Medical Society, Santa Fe, N. M., May 28, 1924.) 
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of the fingers. 


Case two illustrates the importance 
of the most careful search to deter- 
mine the exact etiology of a non- 
tuberculous lung infection. This pa- 
tient had.been diagnosed as tuber- 
culous, but, on account of the fact 
that the organisms found in his spu- 
tum were atypical and also on ac- 
count of atypical physical signs and 
symptoms, we questioned the diagno- 
sis. We made a most careful cultural 
study of his sputum and _ finally 
proved a streptothrix infection. We 
found the fungus in his sinus dis- 
charge as well as his sputum. Opera- 
tion on the sinus, postural drainage, 
bronchoscopy and iodid medication 
and a number of small doses of neo- 
salvarsan finally got the aptient in 
such condition that he was able to 
return to a fairly active life. 

The mistaken diagnosis in case 
three has no influence on the patient’s 
outlook, but it was of some impor- 
tance that the diagnosis was cleared 
up. This case had physical signs of 
an old fibroid tuberculosis in the up- 
per right lebe. However, the sputum 
was negative, although it constantly 
contained a small amount of blood. 
In the lower left lobe there was an 
area of dullness with distant breath- 
ing and a few creaks and clicks. The 
x-ray showed a very sharply defined 
triangular shadow with its base at 
the hilum. We made a tentative diag- 
nosis of malignancy which was con- 
firmed later when the patient ex- 
pectorated a small mass of tissue 
which showed carcinoma. Autopsy 
demonstrated the old apparently 
healed tuberculosis and the carci- 
noma. The patient also had carcino- 
ma of the pylorus. An interesting 
point was that for several months 
following his arrival at the sanato- 
rium he gained weight and improved 
in every way. It was not until about 


two months before his death that he 
developed any abdominal symptoms. 
Naturally the inference would be that 
the pyloric cancer was primary, but 
it is curious that for a long time all 
the symptoms were referable to the 
lung condition. 


The patient ran a 
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constant low grade temperature 
which was in no way different from 
that often seen in tuberculosis. 

Case four is presented to illustrate 
the great difficulty in differential 
diagnosis of tuberculous enteritis.. 
This patient has typical physical 
signs of moderately advanced pul- 
monary tuberculosis. While her spu- 
tum was negative, we could not dis- 
cover any other explanation for her 
lung condition and we feel positive 
that she had the pulmonary tuber- 
culosis. During the seven months she 
was under our care she had persist- 
ent diarrhea with marked anorexia 
and frequent vomiting. There was 
some tendency to localize the pain in 
the right lower quadrant, although 
there was considerable general pain 
and tenderness. It was possible to 
palpate a small mass in the right 
lower quadrant and there was a fair- 
ly constant gurgle present. The pa- 
tient was very difficult to handle and 
the abdominal symptoms failed to 
show any improvement with the usual 
dietary and medicinal treatment for 
tuberculous enteritis. Her stools were 
negative for parasites or dysentery 
bacilli and tubercle bacilli. However, 
they showed pus cells, red blood cells 
and some mucus. Sidmoidoscopic ex- 
amination showed only an irritated 
mucosa with no ulceration or bleed- 
ing. The x-ray revealed hyperperi- 
stlsis of the small intestine, but the 
patient was unable to retain a barium 
enema and consequently we could 
not study the large bowel. The blood 
picture showed 10,600 white cells 
with 66 percent PMN. We finally 
recommended an exploratory opera- 
tion and- the patient returned to her 
local surgeon, who is reported to 
have found a subacute appendix with 
no abscess formation and with no 
macroscopic evidence of tuberculosis. 
In the last report the patient had 
gained 34 pounds and was free from 
digestive symptoms. 

Case five we consider most unique 
and well worth adding to the litera- 
ture. Laryngologists tell us that dif- 
ferential diagnosis in their sphere is 
largely confined to the triology of .. 
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syphilis, tuberculosis and malignancy, 
and we know that it is. often extreme- 
ly difficult from the local examina- 
tion alone to settle the question. This 
patient was sent to us with a diag- 
nosis of pulmonary. and laryngeal 
tuberculosis. The physical signs in 
the chest showed very extensive in- 
volvement of the right upper and 
middle lobes and the entire left lung. 
There was marked dullness in this 
area with broncho-vesicular breath- 
ing, but very few rales. The larynx 
showed extensive ulceration of the 
epiglottis with infiltration below. The 
sputum was negative for tubercle 
bacilli. The patient was desperately 
ill and after several weeks on account 
of extreme dyspnea, it was necessary 
to do a tracheotomy. We did not 
make a positive diagnosis before 
death, but our feeling was that we 
were dealing with malignancy both 
-in the larynx and the lung. The 
autopsy report is most remarkable. 
The lesion in the larynx showed an 
infiltrated carcinoma of squamous 
cell type. There was no cancer in 
the lung, but as indicated by the 
physical signs, very extensive tuber- 
culosis. A lymph node taken from 
the right side of the trachea showed 
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in the south. In the case under con- 
sideration there was nothing about 
the symptoms to indicate the malaria] 
complication. This patient has pe- 
riodic attacks simulating renal colic 
and her urine on these occasions had 
much pus. Cystoscopy demonstrated 
pyelitis on the left side and the urine. 
from the kidney was positive for tu- 
bercle bacilli. This case, in addition 
to the pulmonary tuberculosis, had 
the following complications: Tuber- 
culous laryngitis, tuberculous kidney, 
malaria, and pyelitis. 

In case seven we are hardly pre- 
pared to give a positive diagnosis. 
This case was sent to us with a diag- 
nosis of pulmonary tuberculosis and 
in our opinion the physical signs were 
sufficient to make us feel very strong- 
ly that the diagnosis was correct. 
There was practically no sputum at 
any time while the patient was under 
our observation and the small mucoid 
specimens which the patient was able 
to give us were constantly negative 
for tubercle bacilli. The complicat- 
ing condition which we report appar- 
ently developed after the patient had 
been under treatment for some time. 
The following chart of blood findings 
is extremely interesting: 


R.B.C. 
4,350,000 


W.B.C. Hbg. S.M. L.M. 


Neut. Eosin Basop Trans Myelo 
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Oxydase stain 
shows large 
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2 not to contain 
oxydase. 


carcinoma and one from the left side 
on the same level showed tubercu- 
losis. 

Case six had very definite and ex- 
tensive tuberculosis, but we present 
it because of the complicating mala- 
ria which is so frequently masked by 


the tuberculous symptoms. We have 
learned to search most diligently for 
malaria in all our patients from the 
south. Some few months ago we 
found the plasmodium in a. patient 


from Wisconsin who had never been. 


The patient ran a slight low grade 
temperature, was very nervous and 
restless and had general enlargement 
and tenderness of the surface lymph 
glands; she also had a recurrent 
slight epistaxis. During the period 
of most marked enlargement of the 
lymph glands the temperature went 
as high as 100.5 degrees. A recent 
report after seven months indicates 
the disappearance of all signs and 


_ symptoms. 


We have only one excuse for pre- 


8-19-23 11,000 90 40 2 
9-28-23 26,800 100 83 2 10 1 0 
10-1-23 17,250 88 0 9 0 1 
10-8-23 11,500 17 1 1 
10-18-23 11,300 48 1 45 2 0 
10-31-23 7,400 95 60 0 36 3 0 
11-9-23 12,759 50 2 43 2 0 
1-10-24 7,000 48 


560 


senting case eight and that is because 
occurring in a nurse handling tuber- 
culous cases, the inference drawn by 
our patients was that she had devel- 
oped a tuberculous meningitis. Need- 
less to say this case was extremely 
interesting to us because recovery 
occurred. A few days before the on- 
set of her illness she noticed that she 
had a smail pimple just within the 
opening of the left nostril. This 
gradually developed in size with 
slight shooting pains through the left 
temporal region toward the occiput. 
About noon one day she suddenly de- 
veloped excruciating pains in the 
back of her head and neck and down 
the spine. For five days spinal punc- 
ture revealed a bloody fluid which 
was under some pressure. The blood 
gradually cleared up, but the symp- 
toms of meningitis increased. In all 
the patient had seven spinal punc- 
tures. This, with the use of opium 
derivaties and anti-streptococcus se- 
rum, constituted the treatment. Care- 
ful laboratory investigation proved 
that the infection in the nose, as well 
as in the meninges, was a streptococ- 
cus. 
DISCUSSION 

DR. W. A. GEKLER, Albuquerque, N. M. 
(opening discussion): Dr. Forster’s paper 
again emphasizes the fact that tuberculosis 
cannot be divorced from internal medicine 
and that the work of the so called tuberculo- 
sis or chest specialist must always be inten- 
sive internal medicine. We are all seeing 
cases which simulate tuberculosis with enough 
frequency to keep us on the alert for these 
conditions. I have seen in my public institu- 
tional work a great variety of conditions 
diagnosed tuberculosis; for instance, diabetes, 
nephritis, pernicious anemia, acute leukemia, 
carcinomatous metastases. 

Among unusual pulmonary infections I 
have seen one case of infection with a yeast 
fungus which gave history and physical find- 
ings not to be distinguished from tuberculo- 
sis. The autopsy, however, revealed the true 
situation. 

I have always been very much interested 
in malignancy combined with tuberculosis 
for the very good reason that I have never 
seen a case in which the two diseases co- 
existed. The finding of these two conditions 
in the respiratory tract is certainly most 
unusual and deserves a separate report in 
itself. 

All of us doing tuberculosis work in this 
section of the country have constantly to be 
on the watch for malaria as a complication, 
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for we all get patients from the south, where 
malaria is more or less prevalent. It 
is interesting to note that in a study made 
by the Public Health Service it was found 
that sleeping cars that have passed through 
the south might harbor malaria bearing mos- 
quitoes and an individual coming into that 
car might acquire malaria without ever hav- 
ing been in a malarial district. I have had 
three cases of empyema complicated by ma- 
laria and they have all done badly. 

Malignancy of the lung is a condition 
which we all occasionally see and in my ex- 
perience these pulmonary malignancies, es- 
pecially the primary ones, are apt to run a 
very atypical course. Sometimes they are 
very slow and give a history of two or three 
years of poor health, while other cases ad- 
vance very rapidly. I do not remember a 
single case that did not run a low grade 
temperature and have a number of other 
symptoms quite suggestive of tuberculosis. 

In the matter of treatment of tuberculous 
enteritis, men in this section of the country 
have taken the lead and are several years 
ahead of other sections. In public institu- 
tional work in the middle west it is usually 
impossible to do anything with intestinal 
tuberculosis because the patient’s pulmonary 
condition progresses so rapidly that any form 
of treatment would be foredoomed to failure. 
In this part of the country, where pulmonary 
cases have a greater expectancy of life, the 
matter of the diagnosis of tuberculous en- 
teritis is of considerable importance because 
we are able to help many of these patients 
when the diagnosis is made early. I do not 
believe that there is any one group of symp- 
toms, signs or findings, upon which a physi- 
cian can always rely as being typical of 
tuberculous enteritis. A patient with an 
open pulmonary lesion will always show tu- 
bercle bacilli in the feces if the search is in- 
tensive enough. On the other hand, however, 
they are never present in the same numbers 
as one finds in tuberculous enteritis. I know 
this is a rather crude rule to follow, but it 
has been the only one that has been fairly 
satisfactory to us. It is our custom to put 
any patient in whom we suspect tuberculous 
enteritis on heliotherapy at once. 

In conclusion, I feel that a paper such as 
Dr. Forster has read should occupy a place 
on every program where tuberculosis receives 
any discussion at all. There are none of us 
who do not continually need to be stimulated 
to more careful work by reports of this na- 
ture. I would like to again emphasize that 
statement that I made in the beginning— 
that the practice of tuberculosis means sim- 
ply intensive work in internal medicine. 

DR. ORVILLE EGBERT (El Paso, Tex- 
as): Dr. Forster’s paper is exceedingly time- 
ly before a body of this sort, regardless of 
whether or not we are internists. Men of 
the west, general practitioners and specialists 
are above the average as physical diagnosti- 
cians. Certainly on such an important sub- 
ject it is pertinent that all points of differ- 
ential diagnosis should be brought out. — 
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As Dr. Gekler has said, there is no such 
thing as a chest man. I would go a little 
further and say there is no such thing as a 
specialist in tuberculosis; rather that he is 
an internist and, above all, a diagnostician. 

But I rather doubt the advisability of em- 
phasizing to the general practitioner back in 
the old states an occasional misdiagnosis of 
tuberculosis. It takes a good deal of ‘moral 
courage in ae and Pennsylvania. to 
make a diagnosis of tuberculosis. A great 
many of those men learned considerable 
about physical diagnosis in the war and they 
send us now a much higher percentage of 
cases with tentative diagnosis of tuberculosis. 
I think they should not be discouraged in so 
doing. It is up to us to ferret out these rare 
cases. The man back there is up against 
it hard; he needs our support; his work as a 
general practitioner is to do the greatest 
good for the greatest number, and although 
he may occasionally do an individual ‘the in- 
justice of ranking him tuberculous when he 
is not, that is reparable. But it would be 
deplorable for us in any way to contribute 
anything that would cause the rank and file 
of the profession to take less seriously the 
crying need of early diagnosis of tuberculo- 
sis. So I think we should encourage these 
- men in their diagnosis of tuberculosis and not 
offer discouragement. 

I enjoyed the doctor’s paper very much. It 
brought to mind a case I had, which had been 
diagnosed as tuberculosis. There was history 
of having lost weight for a period of six 
weeks, slight fever, cachexia. After blood 
examinations, I found one gamete of quartian 
malaria, but sufficient to make a diagnosis. 

I recall another case who came west with 
diagnosis of tuberculosis. A call at midnight 
revealed the fact that he had had an enor- 
mous hemorrhage. He said, “I vomited 
blood.” We all feel a little skeptical about a 
patient who insists that he has vomited blood. 
However, after some study a diagnosis of 
splenic anemia was made and removal of an 
enormous spleen has apparently cured the in- 
dividual. 

DR. A. M. FORSTER, Colorado Springs, 
Colo. (closing): I made no attempt to classi- 
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fy all the various conditions simulating tuber- 
culosis, but simply chose a few interesting 
cases to illustrate certain of the main condi- 
tions which are mistaken, and which we our- 
selves frequently do mistake. 

I hope my paper did not seem to be in a 
critical mood at all. I was very careful to 
introduce some of our own mistakes, and en- 
deavored to make it appear all through the 
paper that we are making mistakes as well as 
other men. 

I think what Dr. Egbert said of the diag- 
nosis of tuberculosis by practitioners in the 
east is very timely and they should not be 
discouraged in sending us cases with tenta- 
ive diagnoses of tuberculosis. 

Dr. Gekler spoke of the cases of malignan- 
cy and the fact that they run a low grade 
temperature. My experience has been that 
they almost invariably do, and I have heard 
Dr. Lemon speak of that same fact. I was 
very much interested in what Dr. Gekler said 
about the finding of tubercle bacilli in the 
feces in complications of tuberculous en- 
teritis. From our knowledge of tuberculous 
enteritis, before the complication occurs, it is 
our custom to institute heliotherapy, more as 
a general measure rather than because of 
any special value in the treatment of tuber- 
culous enteritis, and we are extremely careful 
to regulate the diet of the patient. 

Two of my colleagues (Drs. Webb and 
Gilbert) presented a paper the other day at 
Atlantic City on the question of the dietary 
handling of tuberculous enteritis. It has been 
our custom for a number of years to employ 
a modified regimen which we recommend in 
the treatment of gastric and duodenal ulcers. 
We try small and frequent feedings; three 
ounces of milk every hour, gradually adding 
some cream, until we have a mixture of 
three ounces of milk and one or two ounces 
of creeam. If the patient improves on this 
diet, we add two small meals, and we often 
find we are able to increase the patient’s 
weight better by this method than by any 
other. 

I wish to thank the officers of the Society 
for the invitation to be with you and for the 
reception that has been given me. 


DIET AFTER WEANING 
M. K. WYLDER, M. D., Albuquerque, N. M. 


It has seemed to me that more 
information should be gathered rela- 
tive to the proper procedure in feed- 
ing a baby after weaning. Volumes 
and volumes are written on feeding 
during bottle period, but almost noth- 
ing is written on what to do when 
we are forced to quit the bottle. 

We all know that a baby cannot 
go directly from a milk formula to a 


(*Read before New Mexico State Medical Society, at Santa Fe, N. M., May 28, 1924.) 


course dinner, and yet in many house- 
holds, too many, in fact, the meal is 
prepared and when the family are 
seated at the table a survey is made 
of the food in sight and some such 
remark as this is made, “Well, I 
guess we can give baby some of these 
mashed potatoes and gravy” or what- 
ever food happens to be in sight that 
seems to be the least objectionable 


562 


for the baby. The good Lord has 
given many babies wonderful stom- 
achs and a large percentage of them 
thrive in spite of this abuse and neg- 
lect, but many fall by the wayside 
‘and others are handicapped in after 
years for. proper nourishment and de- 
velopment in this most important pe- 
riod of their existence. 


_ A.breast fed baby must be given 
additional food as soon as he fails to 
show a regular gain. Some mothers 
can keep babies gaining regularly on 
the breast alone from ten to twelve 
months, but these are few indeed, 
and practically none can nurse be- 
yond twelve months. After the baby 
ceases to gain, it is well to supple- 
ment one feeding which, if the baby 
is over six months old, should be 
given from cup and spoon, for if we 
substitute the bottle and nipple, the 
baby will have to be weaned twice, 
once from the breast and again from 
the bottle. As breast supply dimin- 
ishes another and another feeding 
may be substituted until the baby is 
off the breast entirely. This change 
should be brought about so gradually 
that a constant gain is maintained 
and no upset whatever should occur 
from this change in the mode of life. 

A bottle fed baby that has gained 
regularly and prospered on a satis- 
factory formula will, after about the 
ninth or tenth month, cease to gain 
if given no other food and become 
anemic and flabby. The reason for 
this is that the iron content of cow’s 
milk is almost nil. Theoretically, the 
child is born with enough iron stored 
up in his body, principally in the 


- liver, to supply his iron needs for the 


first eight or ten months. After this 
time iron must be supplied in his food 
if he is to continue to gain. 

In bottle feeding after about the 
ninth month the sugars are dimin- 
ished and the liquid added to the 
milk reduced, to the end that the 
average baby, by the time he is a 
year old, should be taking whole un- 
modified milk just the same as a 
breast weaned. 

It has recently become almost a. 
fad with many pediatrists to begin 


SOUTHWESTERN MEDICINE 


the use of green vegetables early; 
some advocate spinach, carrots, green 
peas and potatoes as early as six 
or seven months. This custom first 
originated in Germany, and some 
babies can stand this sort of thing, 
but others develop intestinal indiges- 
tion. The reason given for early use 
of these foods is to supply iron and 
other salts. but cow’s milk is much 
richer in mineral salts than human 
milk and the only vegetable that con- 
tains any considerable amount of iron 
is spinach. If the baby is anemic, 
this may be given, as early asthe 
eighth month, a teaspoonful at a 
time finely chopped or having been 
forced through a sieve or colander. 
However, this iron need may often 
be met more advantageously with the 
use of a tablespoonful of beef juice 
added to the bottle or fed from 
spoon. The best way to prepare beef 
juice is to cut round steak up in small 
squares, sear on hot skillet, and then 
squeeze the juice out with meat press. 
Fresh breads, hot cakes or biscuits 
should never be given; toasts should 
be put in the oven and dried out 
until they almost crumble. 

In order that the child doesn’t tire 
on one kind of bread, they should be 
varied; one may give zwiebach, gra- 
ham, white and bran bread, and of 
the crackers, graham, soda, oatmeal 
and arrow-root may all be used. We 
may begin the use of cereals early; 
don’t give the baby cereal any of- 
tener than you would take it your- 
self; some feed morning, noon and 
night; once a day is sufficient, Fed 
too often, the baby will become dis- 
gusted and rebel. They should always 
be cooked from one to three hours 
and are better if cooked in milk and 
water than in water alone. Cream of 
wheat, farina, rice, oat meal, corn 
meal and hominy may be used. The 
coarser ones should be _ pressed 
through a fine sieve to break them 
up; they should be used with milk, 
but without sugar, as it is better not 
to educate the baby to. use sugar, 
since sugar is such a concentrated 
food that it will likely destroy the 
taste for other foods. We may begin 
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the use of meats between the fif- 
teenth and eighteenth months. A 
good way to begin is to scrape raw 
meat, make a small cake of it, heat 
on a hot plate until seared on both 
sides; we may begin with a tea- 
spoonful and increase to a table- 
spoonful every other day for a fifteen 
months old baby. 

Babies who do not get a sufficient 
amount of protein are likely to ove:- 
eat of other foods that are perhaps 
harder to digest than would be a 
small amount of meat. A child should 
only be given meat once a day. If 
an exception is made to this rule, a 
thin slice of crisp bacon at breakfast 
will do no harm. A child that can 
take eggs should alternate with eggs 
one day and meat the next. Weshould 
begin the use of eggs very cautiously, 


as many children have an idiosyncra- 


sy to eggs; it may be to the white 
or to the yolk or both; if skin tests 
are used, we can determine which, 
and if it is only to one, the other may 
be used. Children sensitive to eggs 
may develop urticarial eruptions, 
diarrhea or disturbances of digestive 
tract. 

Soups have very little nutritional 
value; thick soups should not be 
used; broths and thin soups are valu- 
able after an upset, as they supply 
liquid and the stomach can usually 
handle the small amount of nourish- 
ment they contain and at the same 
time they furnish sufficient bulk to 
satisfy the family that their baby is 
not being starved. 

While not wishing to be dogmatic, 
I will give a brief outline of the 
way a baby may be fed at different 
ages, this, of course, can and should 
be varied considerably to meet the 
individual needs of each case. By the 
fourteenth month the baby’s bottles 
should be reduced to three and two 
meals a day. In a general way, the 
feeding should be about as follows: 

At 6 a. m., that is on waking, eight 
ounces of milk from bottle. 

At 9 a. m., orange juice, prune 
juice or other fruit. 

At 10 a. m., cereal with milk over 
it, toast or zwiebach, and milk from 
cup. 
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At 2 p. m., one tablespoonful of 
spinach, bread and milk from cup. 

At 6 p. m., toast broken up with 
milk poured over it and milk from 
cup. 

At 10 p. m., eight ounces of milk 
from bottle. 

At 15 to 18 months, eggs and meat 
may be added, giving egg one day 
and meat the next. Four feedings 
a day are sufficient at this time and 
may be given more or less as follows: 

At 6 to 7 a. m., according to family 
habits, orange or prune juice, cereal, 
bread and milk from cup. 

At noon, egg or meat on alternate 
days, baked potatoes and other veg- 
etables and bread. 

At 6 p. m., toast, bread and jelly 
sandwiches or baked apple and milk 
from cup. 

At 10 p. m., milk from bottle or 
cup. 
At eighteen months to two years 
the feeding may be about as folows: 

At 6 a. m., orange juice or other 
fruit, cereal, egg and some kind of 
bread. 

At noon, meat cut in fine pieces 
(chicken, steak or lamb) ; vegetables 
such as potatoes, peas, string beans, 
carrots, spinach; desserts such as 
junket, tapioca, custard, sponge cake 
and cooked fruits. 

At 6 p. m., bread stuffs, milk toast, 
dry toast, bread and jelly sandwiches, 
milk and fruit. 

After this the child’s diet remains 
about the same and gradually they 
approach the diet of grown persons; 
however, hot breads, rich pastries, 
hot cakes and meat more than once 
a day should be avoided until they 
get old enough to do like grown folks, 
that is, eat things because they like 
them, even though they know better. 


DISCUSSION 


DR. E. F. FRISBIE, Albuquerque, N. M. 
(opening discussion): I enjoyed Dr. Wyl- 
der’s paper very much and think that he has 
covered the ground thoroughly. I believe 
there are several lines of ag! in recent 
years which have thrown much light on the 
subject of infant feeding, and one of these 
is vitamines. Heretofore we have been very 
much in the dark as to vitamines and used 
to recognize this as some indescribable sort 
of principle, we did not know what, except, 
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perhaps, that they were a little more preva- 
lent in uncooked foods. Now we realize why 
they are of so much importance in the feed- 
ing of anyone, and especially a young child. 
I think the suggestion of Dr. Wylder about 
a survey of the table by the parents is a 
good one, but only too frequently the table 
is first surveyed by the child and whatever 
the eye of the child happens to see that he 
might desire, the parents generally yield to 
that desire without any thought as to the 
child’s welfare. It seems to me that the 
education of the parents is up to us. We do 
not pay enough attention to educating the 
parents and should impress upon them the 
necessity of using their judgment in what 
the child eats, rather than permitting the 
child’s judgment, at least until the child has 
acquired a knowledge of what is good for 
him in the way of food, as well as in other 
matters. 
. One of the greatest changes in recent years 
in regard to infant feeding is the much 
earlier use of green vegetables, because of 
the importance of their use. They are now 
used in the second half of thef irst year of 
life, when heretofore they were advised only 
in the second half of the second year. 
more convenient method of giving beef juice 
is to use the fresh juice that is always 
found on the pulp of rare steak and roast. 
I think that especially strong measures 
should be taken towards discouraging the 
child in the use of excessively sweet foods, 
and particularly the habit of eating candy, 
which should be discouraged to the greatest 
age ‘possible. After a taste of sweets is en- 
couraged, it is likely to lead to excessive use, 
even in adults. This is particularly true in 
Americans, who are prone to indulge in 
sweets. I think the United States ranks first 
in the use of sweets over any other country 
in the world. 
DR. M. K. WYLDER, Albuquerque, N. M. 
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(closing discussion): I have not much to add 
to what has been said, but wish to thank Dr. 
Frisbie for her suggestions. The question of 
using green vegetables for vitamines is of 
doubtful value, to my mind, because you get 
more vitamines in orange juice than you do 
from any of these green vegetables, and the 
only excuse for using vegetables before the 
child is a year old is to give the iron that 
is in them, and the only vegetable that sup- 
plies iron in any amount is spinach. How- 
ever, many men over the country are very 
enthusiastic about beginning to feed carrots, 
peas and beans from six months on. Others 
are reporting severe intestinal conditions in 
some of the babies who have been fed in 
this manner. 

With regard to sugar and candy, the baby 
gets starch from cereals, and if we add 
sugar to the cereals we feed the baby, it 
takes away the appetite and he does not get 
the amount of other food he should. In giv- 
ing babies candy, after they get large enough 
they insist upon it, and most babies rule the 
roost where they live. It does not do any 
more harm to give a baby candy than to give 
That is not the time, 
however, when most people give the baby 
candy, as it is usually between meals. The 
time to give them candy, if you are going to 
give it to them at all, is right after feed- 
ing, and while on this point I want to say 
that when a child is brought to you by its 
parents and they say we cannot get our baby 
to eat anything just ask, “Does he eat be- 
tween meals?” If they reply, “Oh, yes, we 
let him have a little lunch”, the chances are 
the child nibbles all day and does not eat 
enough to supply his needs, and when meal 
time comes, not being hungry, he will not 
eat. They should be told not to let the baby 
eat between meals, and to wait until he gets 
good and hungry before feeding him. It will 
bas a whole lot better for them if they will do - 
this. 


LENTICULAR DYSTONIA 
Case Report* 
E. A. DUNCAN, M. D., El Paso, Texas. 


The patient is an unmarried Mexican 
woman of twenty-eight who complains of 
trembling and inability to walk or to per- 
form any but the coarsest movements with 
her hands. 

Her father, mother and two sisters are 
alive and well and there is no history of any 
nervous disease in her family. : 

The patient was healthy during childhood 
and adolescence except for an attack of 
typhoid at fifteen. There have been no other 
illnesses. She was not subject to headache. 
Her vision was always good except as noted 
later. There has been no impairment of 
hearing nor history of vertigo. She has had 
no nasal difficulties nor has she been subject 


to tonsillitis. She has had no glandular en- 
largements or goitre. There is no history of 
chronic cough, expectoration, hemoptysis, 
pleurisy or~fever of obscure origin. She 
has never suffered with breathlessness, pal- 
pitation or chest pain. Her appetite and di- 
gestion have always been good but for years 
she has been constipated. There is no his- 
tory of diarrheal attacks or of severe ab- 
dominal pain associated with nausea and 
vomiting. She has had no urinary disorders 
of any kind. She has never had edema of 
the face or feet. Her menstrual history is 
essentially negative. There have been no 
pregnancies. She has had no injuries or 
surgical operations. 


(*Patient presented before the El Paso County Medical Society, March 24, 1924.) 
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In 1912, when the patient was sixteen, 
she became acutely ill with fever, headache 
and delirium. There was restlessness but no 
head retraction. Within four or five days 
after the onset of this illness she developed 
trembling and jerking movements of the 
head and extremities together with strabis- 
mus. At times the moyements were of such 
violent character that, on several occasions, 
she fell from the bed. The fever subsided 
in the course of two months and with it 
the strabismus. The tremor and jerking 
movements also diminished to a certain ex- 
tent but for six months she was unable to 
talk or to feed herself. No further his- 
tory of involvement of the nervous system 
during the febrile illness can be elicited from 
the patient or her mother. She was now 
unable to stand or walk on account of the 
exaggeration of the movements on muscular 
effort; they did, however, disappear during 
sleep. The patient’s condition then remained 
stationary for eight years when she began 
to show some improvement, the jerking grew 
less so that she became able to sit up. She 
has never walked on account of the violent 
jerking tremor of the legs nor has she been 
able to feed herself with a fork or spoon but 
can take food from a cup. 

The physical findings of interest in the 
case are limited to the nervous system. The 
patient is well developed and _ nourished. 
Mentally she is clear but she has some ten- 
dency to senseless grinning and giggling. 

There are no trophic changes in the skin, 
its appendages or the joints. There is no 
flushing, sweating or tache. There is no 
tenderness of the skull. The spine and joints 
of the extremities are all freely movable. 


CRANIAL NERVES 

1st: There is no disturbance of the sense 
of smell. 

2nd: There is no impairment of vision nor 
contraction of the fields. The media are 
clear and the eye-ground negative. 

8rd, 4th and 6th: There is no 
The pupils are round, central, equal and 
react to light and with accommodation. Ocu- 
lar movements are good in all directions. 
There is no nystagmus. 

5th: Muscles of mastication contract 
strongly and equally. There is no disturb- 
ance of sensation of the face. 

7th: The face is symmetrical. There is 
no weakness of the facial muscles or im- 
pairment of sense of taste on the anterior 
two-thirds of the tongue. 

8th: Hearing is acute. There is no 

tinnitus or dizziness. 

9th: Swallowing is undisturbed. Sense 
of taste present on posterior third of tongue. 

10th: Uvula -hangs in the mid-line and 
movements of the palate are unimpaired. 
There is no vocal cord paresis. 

11th: Contractions of sterno-mastoids and 
trapezii are strong and equal. 

12th: Tongue is protruded in the mid- 
line. There is no atrophy or tremor. Speech 
is strained and evidently accomplished with 


tosis. 
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some effort, the voice varying constantly 
in intensity. This appears to be due to va- 
riations in expiratory muscle activity. 

Motor System. The head is held erect and 
shows a constant coarse tremor which is 
greatly increased when the head is held in 
any strained position. When patient lies re- 
laxed in bed there is no tremor but when 
any position is assumed which requires any 
muscular effort a very coarse, jerking 
tremor of the part results. The character 
of the tremor is almost choreiform. It is, 
however, a true tremor in that it consists in 
rhythmic, alternating movements. Patient 
cannot stand or walk on account of the vio- 
lent movements of the legs. There is no 
Kernig or Brudzinski. There is some hy- 
perextensibility of the elbow joints. There 
is no spasticity, loss of power or atrophies 
in any muscle group. All superficial and 
deep reflexes are present and there are no 
abnormal reflexes. Micturition and defeca- 
tion are undisturbed. 

Sensory System. Patient states that at 
times she has some formication in the right 
arm. There is no pain or numbness. Sensi- 
bility to touch, pain, heat and cold, position 
and vibration sense are unimpaired. There 
is no astereognosis. 


Laboratory. Urine clear, acid., sp. gr. 
1020; no albumin or sugar. The sediment 
shows epithelium in moderate amount. Blood 
Wassermann negative. Spinal fluid is under 
no abnormal pressure; cells two; globulin a 
trace; copper reduced; Wassermann negative. 


To summarize, we are dealing with the re- 
sults of an acute febrile illness with strabis- 
mus and tremor. Now after twelve years 
the patient exhibits an extraordinary violent 
tremor of the action type. There is no evi- 
dence of pyramidal tract disease. The lesion 
is located in the basal ganglia, the lenticular 
and caudate nuclei which form the corpus 
striatum, the locality damaged in the group 
of hyperkinesias known as lenticular dystonia 
which includes, among others, paralysis agi- 
tans, Huntington’s chorea, torsion spasm, bi- 
lateral athetosis, progressive lenticular degen- 
eration or Wilson’s disease and certain post- 
encephalitic syndromes. The two last named 
are to be considered in this case. Wilson’s 
disease begins with high irregular fever for a 
rather long period and exhibits muscular 
movements of the same character as in this 
patient. Rigidity, however, is a cardinal fea- 
ture, late contractures develop, hepatic cir- 
rhosis is always present though it may not 
be demonstrable during life. The disease is 
essentially progréssive, the patient finally be- 
coming bed-ridden and speechless, the aver- 
age duration of the disease in chronic cases 
being about four years. This patient had an 
ocular palsy with the original illness. She 
has passed through a period of very definite 
improvement and after twelve years her con- 
dition is at least stationary. Her present 
condition is regarded as the result of an at- 
tack of encephalitis with the common in- 
volvement of the corpus stratum. 
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THE DOCTORS IN NEW 


ICO WHO ARE NOT AFFILI- 
ATED WITH THE NEW MEXICO 
MEDICAL SOCIETY: 


I have written all of you, whose 
names and addresses I have, several 
times, inviting you to align yourselves 
with the reputable profession by be- 
coming members of the New Mexico 
Medical Society. 

Some have replied and sent in ap- 
plications for membership. Others, 
for reasons probably satisfactory to 
yourselves, have not; more than like- 
ly it is only a matter of procrastina- 
tion, you thinking and intending to 
do this, but you either forget it or 
keep on putting it off. To these 
will say that I would gladly write 
each of you repeatedly if it were nec- 
essary to get you in; still, if you take 
the proper view of the matter it 
seems to me that one _ invitation 
should be sufficient. 

It is hard to understand how any 
reputable physician will deliberately 
isolate himself from the rest of the 
profession. It is very easy to account 
for the attitude of disreputable and 
unethical men in this matter, but 
why those who claim to be up-to-date 
or take this attitude is beyond 


year there were about sev- 
enty physicians who became affili- 
ated with us, men who had not here- 


tofore been identified with organized 
medicine. There are still about fifty 
or sixty doctors in the state who 
should align themselves with organ- 
ized medicine. 

It is my earnest desire to enlist 
every one of you who make any 
claim to being reputable physicians. 

The admittance fee is only $5.00, 
which must accompany your appli- 
cation, and this fee also pays annual 
dues for 1925 and sends you the or- 
ganization journal, Southwestern 
Medicine, free. I think you will 
agree with me that the journal alone 
is worth more than the dues. 

If you have mislaid the blank ap- 
plication I sent you, just drop me a 
line indicating that you desire to 
align yourself with the New Mexico 
Medical Society and help fight the 
battles of organized medicine and I 
will at once blaze the way for your 
admittance. 

Do not stay aloof and let the bal- 
ance of us do all the fighting while 
you reap your share of the benefits . 
of the victory. 

At any rate, write me, even if you 
still decline, so I will know just 
where to place you and not bother 
you again. 


C. M. YATER, 
Secretary, New Mexico Medical So- 
ciety. 
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ST. JOSEPH’S HOSPITAL STAFF 
MEETING 


(Phoenix, Arizona) 


The Medical Staff of St. Joseph’s 
Hospital resumed their regular month- 
ly meetings on Saturday evening, Oc- 
tober 4, with a study of the thirty- 
two histories which formed the basis 
of the criticisms of the clinical rec- 
ords by a recent visitor from the Col- 
lege of Surgeons. Some of these his- 
tories were excellent, some indiffer- 
ent and some hardly deserved the 
name of clinical record. Twenty-five 
members of the staff were present, 
and sixteen histories were reviewed, 
a brief resume of the faults found be- 
-ing as follows: 


Case 1. Tuberculosis. Personal history 
indicated the diagnosis, as it should. The 
physical examination recorded conclusions 
and not the physical signs, this being the 
ehief fault of the record. 


Case 2. Incomplete abortion. Fair his- 
tory of illness, but physical findings gave 
conclusions instead of findings. Progress 
record not-kept by doctor. 


Case 3. History says appendix and one 
tube removed by previous operation; opera- 
tive record this time says buried appendix 
and bilateral appendectomy done. 0 ex- 
planation of discrepancy. Under “patient’s 
complaint’”’,.the doctor’s diagnosis is given. 
Progress record not kept by doctor. 


Case 4. Chronic appendicitis. Fairly good, 
though brief, history. Physical findings not 
very complete. Other records O. K. 

Case 5. Personal history fair; physical ex- 
amination says “arteriosclerosis” without any 
physical findings charted; diagnosis of myo- 
cardial degeneration. Incomplete record. 

Case 6. Hernia. Personal history brief 
and thought by some critics incomplete. Diag- 
nosis given under “Physical Examination”’, 
instead of the signs present. 


Case 7. Typhoid, with death. Incomplete 
physical findings, without any statement re- 
garding the cardinal signs of typhoid. Diag- 
nosis based on laboratory findings which 
pathologist did not consider conclusive. No 
a record, though patient died in hos- 
pital. 

Case 8. Endometritis, salpingitis and lac- 
eration. History and in- 
complete and no progress record. No 
in record to indicate cause of the abortion. 

Case 9. Mastoiditis. Fairly good history 
and examination record, but incomplete prog- 
ress sheet. 
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Case 10. Tonsilitis. Incomplete record as 
to cause for removal of tonsils. 


Case 11. Stricture of ureter. Imperfect 
history of complaint; no physical examination 
record; no record of cystoscopic findings; no 
progress sheet kept. 

Case 12. Encephalitis. Interesting case 
recalled by several of the doctors present. 
No history of illness, patient’s history or rec- 
ord of any physical examination. No record 
of the findings of severai consultants. Noth- 
ing in history to indicate the reason for the 
diagnosis. 

Case 13. Corneal ulcer. No history of 
the case, no physical examination or progress 
sheet. Doctor stated he had a complete 
record in his office, but has not up to now 
made it a practice to transfer office records 
to the hospital. 

Case 14. Tonsilitis. Only entry is “hyper- 
trophy” of tonsils. No record of the reason 
for operating. 

Case 15. Septicemia of hand. No history 
of the infection or record of any physical 
examination. No progress record showing 
what happened in the hospital. 

Case 16. Nephrosis. Very imperfect his- 
tory, telling nothing of value. No physical 
examination. No progress record. Several 
laboratory sheets, but nothing connecting 
these with the diagnosis. 


Discussion of these clinical records 
was quite animated, and it was de- 
cided that, at the next meeting, the 
six most complete histories would be 
selected for clinical discussion, and 
the six worst records would be 
brought forward for criticism and 
study of how they could be improved. 

A number of lantern slides of pye- 
lographic examinations made recently 
in the hospital Urological Depart- 
ment were shown, and the patholog- 
ical findings discussed. 


W. WARNER WATKINS, 
Secretary. 


THE ARIZONA DEACONESS HOS- 
PITAL STAFF MEETING 


(Phoenix, Arizona) 


The Arizona Deaconess Hospital, 
Phoenix, Arizona, held its annual 
meeting on Saturday evening, Octo- 
ber 25. It was featured by a com- 
plimentary dinner tendered by the 
hospital, attended by thirty members 
of the staff and several members of 
the Board of Directors. 


. 
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Following the dinner, the Staff ad- 
journed to the regular meeting place 
in the Board of Directors’ room, the 
chief order of business being the an- 
nual election of officers. 

Dr. W. C. Ellis, the retiring Chair- 
man of the Staff, thanked the mem- 
bers of the Staff for their cordial 
support of the hospital and of the 
Medical Staff organization during 


. the past year, and stated that he was 


not a candidate for re-election, pre- 
ferring to let someone else have the 
grief for the coming term. Informal 
ballot resulted in the election of Dr. 
George E. Goodrich as Chairman of 
the Staff, the only other member 
sharing in the votes being Dr. John 
Wix Thomas, who had, however, pre- 
viously requested his friends not to 
support him for the office, as he 
was not anxious for the responsibility 
this year. 

In the selection of the Secretary of 
the Staff, it was necessary to take 
three ballots in order to decide the 
contest between Dr. H. L. Goss, the 
present secretary, and Dr. O. H. 
Brown. On the final ballot, Dr. 
Brown was elected by a majority of 
two votes. 

A resolution was introduced and 
passed by the Staff requesting the 
Board of Directors of the hospital to 
modify their by-laws in such a way 
as to make the Chairman of the Staff 
a member ex-officio of the Board of 
Directors, in order that a liaison be 
formed between the governing board 
of the hospital we the medical or- 
ganization. 
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An amendment to the by-laws of 
the Staff was presented to be voted 
upon at the next meeting, providing 
that a Program Committee be estab- 
lished, to consist of the secretary, 
the hospital pathologist and the 
chairman of the Records Committee, 
to formulate from the records pro- 
grams. for the staff meetings. 


The superintendent of the hospital, 
Mr. John A. Bowman, having recent- 
ly resigned, the following resolution 
was introduced and passed by a viva 
voce vote of the Medical Staff: 


“Whereas, Mr. John A. Bowman, Superin- 
tendent of the Deaconess Hospital, has ten- 
dered his resignation, to take effect in the 
near future; and, 


Whereas, the members of the Medical Staff 
have worked in close co-operation with him 
during the past year and are intimately ac- 
quainted with his efforts in building up the 
organization of the Hospital, and with the 
efficient management of the surgical depart- 
ments as conducted by Mrs. Bowman; and, + 


“‘Whereas, we believe that Mr. and Mrs. 
Bowman have accomplished a magnificent 
piece of constructive work in building this 
Hospital into a Class A institution within the 
short period of one year; 

“Be it, therefore, Resolved, That we, the 
Medical Staff of the Deaconess Hospital 
hereby express our sincere appreciation of 
their efforts and accomplishments, and heart- 
ily commend them to any hospital which may 
be fortunate enough to secure their services. 

“Passed by unanimous vote of the Medical 
Staff, at their annual meeting, October 25th, 
1924, with thirty-five members present.” 


A vote of thanks to the hospital for 
their entertainment at dinner was 
passed by a rising vote. 


Journal. 


Your Advertisers Deserve Your Patronage 


This Journal makes every effort to exclude unworthy adver-. 
tisements in order to protect its readers. The Journal could be 
filled with advertisements of the Nostrum class and it would 
prosper financially; but, since it is published primarily for the - 
benefit of its readers and not for profit, all advertisements, known 
to be dishonest, or even questionable, are excluded. 

Since this policy of discrimination protects you, it should be 
a privilege to patronize the advertisers in your own Journal. 
Don’t experiment!* Buy trustworthy goods from reliable houses. 


You may depend on the advertisements printed in this 
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Fulfills all the requirements of a Class A hospital 


Staff:—Physicians of Maricopa County be- 
long to the “open staff’’; other physicians may 
send or bring patients to the hospital, so long 
as the staff rules are adhered to. 


Staff Meetings:—Are held on the third 
Thursday of each month from October to May. 
At these meetings, the clinical work of the hos- 
pital is discussed and means for improving the 
general service suggested. 


Records:—The clinical records are compiled 
and filed in accordance with the requirements 
for Class A hospitals. 


Clinical Laboratory:—Trained technicians 
work under the direction of a medical patholo- 
gist; all routine and special examinations re- 
quired by modern clinical practice are prompt- 
ly performed. 


X-Ray Laboratory:—Every facility for x-ray 
diagnosis and high voltage x-ray therapy, this 
department being in charge of a competent 
roentgenologist. 


With a specially trained dietician working in 
conjunction with the clinical laboratory, this 
hospital invites the reference of cases for meta- 
bolic studies, particularly diabetic, patients re- 
quiring the determination of their carbohy- 
drate tolerance and insulin requirements. 


Corner of Polk and Fourth Streets 
(On Indian School Car Line) 
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LY 


| The Management of an Infant's Diet 


q 


Malnutrition, Marasmus, Infantile 


Atrophy, Athrepsia 


} 


Mellin’s Food 8 level tablespoonfuls 
Skimmed Milk (1% fat) 9 fluidounces 
i" Water 15 fluidounces 


This mixture contains 56.61 grams of carbohydrates, thus supplying material 
that is utilized rapidly for heat energy. The predominatin is 
MALTOSE, which has the highest point of teadiiatiations of any of the sugars, is im- 
mediately available as fuel and may be safely given in comparitively large amounts. 
The daily intake of protein from the employment of this formula is 15.54 grams, an 
amount calculated to be sufficient to re i depleted tissues and to provide for new 

rowth. There is present in the mixture 4.32 grams of salts tor replenishing 
inorganic elements. 


The suggested modification furnishes nutrition in keeping with 
the character and amount of food element best adapted to the par- 
ticular demands of infants in an extreme state of emaciation and serves 
well as astarting point in attempting to meet the nutritive requirements 
of these undernourished babies. 


Mellin’s Food Co., Boston, Mass. |p 


Hospital Supplies 
Physicians’ Equipment 
Surgical Instruments 
X-Ray Apparatus 


R. L. SCHERER & CO. 


679 Sutter Street, San Francisco 
736 S. Flower St., Los Angeles 
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Pollen Asthma 


Gasca asthma is usually caused by 
pollen sensitivity. Even in perennial 


asthma, pollens are frequently found to be 
primary or secondary causative factors. 
Hence, it is now recognized that in the 
diagnosis of asthma, pollen proteins should 
be used in association with food, epider- 
mal, bacterial and other proteins. Diagnos- 
tic pollens are, however, of particular im- 
portance when testing cases where symp- 
toms are accentuated during the pollinat- 
ing seasons. 


List of pollens showing regional distribution 
and time °f wollination sent on request. 


THE ARLINGTON CHEMICAL COMPANY 


YONKERS, NEW YORK 


571 
| 
| 
| | 
| | 
| | 
| 
| 
| | | 
| 
| 
| 


572 


ANNOUNCEMENT 


Armour and Company announce the addi- 
tion of Parathyroid and Calcium Lactate 
Tablets. Each tablet contains 1/20 grain of 
| pn Parathyroids and 2% grains Calcium 

ctate, U. S. P. These tablets are packed 
in bottles of 100 and they are obtained from 
the drug trade and dealers in physicians’ 
supplies everywhere. 


ARIZONA DEACONESS HOSPITAL (Phoe- 
nix) HAS NEW SUPERINTENDENT 


The announcement of the resignation of 
Mr. John A. Bowman as superintendent of 
the Deaconess Hospital, at Phoenix, was re- 
ceived with surprise and regret by the med- 
ical profession of Maricopa County. Mr. 
Bowman’s experience and ability in organiz- 
ing hospital work was shown by the fact 
that within the short period of one year 
after he had taken charge, the hospital was 
accepted as a Class A institution by the Col- 
lege of Surgeons, an accomplishment which 
can hardly be excelled. This success was 
largely due, also, to Mrs. Bowman, who had 
arm charge of the surgical work in the 
ospital, and, during much of the time, was 
in personal charge as chief surgical nurse. 

The hospital was fortunate in having at 
hand a capable successor in the person of 
Mrs. J. O. Sexson, formerly Miss Runyan, 
who came to Phoenix several years ago to 
take charge of the hospital, but its comple- 
tion being delayed, she returned east. Later 
she married Mr. J. O. Sexson, now chairman 
of the Board of Directors of the hospital, and 
returned to Phoenix. She was formerly 
superintendent of Flower Hospital in Toledo, 
Ohio. She was induced to take over the 


superintendency of the hospital for the com- - 


ing year. Mr. J. O. Sexson will act as busi- 
ness manager of the institution, his connec- 
tion on the Board of Directors having given 
him a knowledge of the business affairs of 
the institution which eminently fits him for 
this position. 

The medical men of Phoenix who became 
acquainted with Miss Runyan, when she 
formerly came here and conferred with them 
about the hospital work, will welcome the 
opportunity to work with her again in con- 
tinuing the excellent work at the Deacone 
started by Mr. and Mrs. Bowman. - 


DR. JEREMIAH METZGER of Tucson 
was the accredited representative of the Na- 
tional Tuberculosis Association of the United 
States of America at the meeting of the In- 
ternational Union Against Tuberculosis, which 
was held at Lausanne, Switzerland, August 
5 and 7. Dr. Metzger is Medical Director 
of the Tucson-Arizona Sanitarium, and re- 
turned about September 1 from attendance 
at this convention, which was the fourth 
conference of the International Union. 
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THE SOUTHERN CALIFORNIA MEDI- 
CAL ASSOCIATION, whose annual meeting 
was scheduled to take place November 7 
and 8, has changed its dates to November 
14 and 15. This meeting will be in Los 
Angeles, and members of the medical pro- 
fession of the Southwest are cordially in- 
vited to attend. The secretary is Dr. Charles 
T. Sturgeon, 1136 West Sixth street, Los 
Angeles. Dr. Sturgeon is well known in 
Arizona, where he formerly practiced. Dr. 
W. L. Brown of El Paso is on the program 
of this Association. 


McDonald Surgical Chair 


Send for Cirenlar and Big Discount 


1416-18 N. Sarah Street St. Louis, Mo. 


SAVE MONEY ON 


YOUR X=RAY SUPPLIES 


Get Our Price List and Discounts on Quantities 
Before You Purchase 


HUNDREDS OF DOCTORS FIND WE SAVE THEM 
FROM 10% TO 25% ON X-RAY | 
LABORATORY COSTS 


AMONG THE MANY ARTICLES SOLD ARE 


X-RAY FILMS. Duplitized or dental—all standard 
sizes. Eastman, Super Speed or Agfa films. 
Heavy discounts on standard package lots. 
X-Ograph, Eastman and Foster metal backed 

. _ dental films. Fast or slow emulsion. 

X-RAY PLATES. Paragon brand for finest work. 

POTTER BUCKY DIAPHRAGM. Cuts out secondary 
radiation, insuring finer detail and contrast. 
Price, $250. 

BARIUM SULPHATE. For stomach work. Finest . 
grade. Low price. Special price on 100 pound 


lots. 

COOLIDGE X-RAY TUBES. 5 styles, 10 or 30 mil- 
_liamp.—Radiator (small bulb), or broad, me- 
dium or fine focus, large bulb. Lead glass shields 
for radiator type. 

DEVELOPING TANKS. 4, 5, or 6 compartment stone, 
will end your dark-room troubles. Five sizes of 
enamel steel tanks. Shipments from Boston, 
Brooklyn, Chicago or Virginia. 

DENTAL FILM MOUNTS. Black or gray cardboard 
with celluloid window or all celluloid type, one 
to fourteen film openings. Special list and sam- 
ples on request. Either stock styles or im- 
printed with name, address, etc. 

DEVELOPER EMICALS. In bulk or %, 1, 2 and 
5 gallon sizes. Paragon, Eastman or X-Ograph. 

INTENSIFYING SCREENS. Sweetbriar, Patterson or 
T. E. screens alone or mounted in cassettes; re- 
duces exposure from 6 to 18 times. All-metal 
cassettes several makes. 

a GLOVES AND APRONS. High grade, low 

FILING ENVELOPES with printed x-ray form. Spe- 
cial price on 2,000 assorted. 


If You Have a Machine Get 
t 


EO. W. BRADY & 


CO. 
790 Se. Western Ave. CHICAGO 
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Mobile x Ray Unit 


The professional success of the practitioner is 
in part dependent upon his office equipment. 
If it has been bought solely on its proved 
record, if it comes from a manufacturer who 
lives up to medical and not merely commer- 
cial standardsit willmaintainandeven heighten 
a well-earned professional reputation. 


Conscious of its obligations to the medical 
profession, the Victor X-Ray Corporation 
spends large sums in research which reveals 
new technical principles and which results in 
X-Ray apparatusofthehighest medicalstand- 
ard. It realizes that not only the physician’s 
patients must beconsidered, but alsothe pro- 
fessional reputation of the physician himself. 


X-Rays and Professional Reputation 


Victor Stabilized 
Mobile X-Ray Unit 


The outfit which solves the prob- 
lem of selecting the most practi- 
cal and compact X- “Ray appara- 
tus for the p a med s office. it 
isa cc ined unit 
Stabilizer— an exclusive Victor 
feature—which standardizes tech- 
nique and insures good radio- 
for consistently. This Stabi- 
izer is one of the most important 
developments in the last 
dece e, ible the 
er use ave y physicia 
thru greatly simpl: 
and uniform res 
Note the large rubber-tired cas- 
ters which make it a truly mobile 
outfit, easily the 
room, 
Hospitals, too are 
ing their stationa tng 
ment with this Mo! ie Unit 
ing it ideal for bedside work . 
cases where the patient cannot 
be conveniently moved to the 
X-Ray laboratory. 


VICTOR X-RAY CORPORATION, 236 South Robey St., Chicago, Illinois 


Territorial Sales and Service Stations: 


DALLAS, Texas: VICTOR X-RAY CORPORATION OF TEXAS 
2503 COMMERCE STREET 


Los ANGELEs CALiF.: 951% S. OLive Street 
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Extensively Prescribed 


It is uniform, 
safe and reliable 


EVERY ingredient of the best 
quality, and our superior facili- 
ties and experience as the origina- 
tors insures satisfaction. 

ADVOCATED extensively by the 
médical profession, over one-third 
of a century, in the prescribed 


Protection feeding of 


Our Pilgrim forefathers guarded all that was Avoid imitations Samples prepaid 
dear to them with vigilance; their trusty muskets being 
their only means of protection. HORLICK’S MALTED- MILK CO. 
Racine, Wis. 


Likewise, the Medical Protectrve Plan of Pro- 
tection is the guarantee of peace in your professional 
sphere;--Prevention plus Defense plus Indemnity. 


The onl: l Specialists i ist 
to plan yur || AS a General Antiseptic 


end your character and conduct, against charges 


of error, to the court of last resort if necessary. in place of 
The experience of others points TINCTURE OF IODINE 
the way for you. 
Try 


Mercurochrome-220 Soluble 


for 
(2% Solution) 
Wedical” Protective Sewice. 
It stains, it penetrates, and it 
furnishes a deposit of the 
germicidal agent in the 


desired field. 


It does not burn, irritate or 
injure tissue in any way. 


Hynson, Westcott & Dunning 


BALTIMORE, MARYLAND 
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Elastic Hosiery 


Abdominal 
Supporters 


made to order from 
fresh, live rubber, by 
competent workmen, 
giving you a perfect fit 
and fresh durable 
goods. Also Office Fur- 
niture and Dressings. 
An Up-to-Date Stock at 
right prices. 


KENISTON & ROOT 


418 W. Sixth Street 


Los Angeles, Cal. 


DR. ALVIN T. KIRMSE, formerly of 
Globe, Ariz., later associated with Dr. Hugh 
Crouse of El Paso, and recently located in 
Milwaukee, Wis., has become associated with 
the Thomas-Davis Clinic in Tucson, and an- 
nounces that he will practice obstetrics and 
pediatrics with that group. 


DR. WILLARD SMITH of Phoenix has 
returned from his postgraduate tour of the 
middle west and east. He has visited the 
Mayo Clinic, Dr. Farr’s clinic in Minneapolis, 
clinics in Philadelphia, New York and Chi- 
cago. The Congress of Surgery and the Col- 
lege of Surgeons in New York, the middle 
of October, was the chief attraction, and fol- 
lowing this he has gradually found his way 
back to Arizona. 


DR. E. W. PHILLIPS, resident .physician 
of St. Luke’s Home, Phoenix, has returned 
and taken up his work, after a vacation of a 
month of two, which was spent in northern 
Arizona. As previously announced, during 
his absence Dr. E. A. Gatterdam of the Fort 
Whipple staff has been supplying as sanita- 
rium physician for St. Luke’s. 


DIPHTHERIA IN GRAHAM COUNTY 
Arizona) 

The public health officers of Thatcher and 
other points in Graham County are just com- 
pleting a general immunization of the pupils 
of the Thatcher public schools, the Eden and 


Betzco Sanitary Waste Pail 


Useful double con- 
Pail. 


Outer container has 
tight-fitting steel top, 
Operated by a foot 
lever. User does not 
touch pail. Tight- 

closing lid prevents 
and 


ors. 

Ample capacity in- 
ner container makes 
frequent emptying un- 
Galvan- 
ail for car- 


rying. 
For convenient dis- 
posal of all waste 


6031100. Betzco 

i Sanitary Waste Pall 
§2-quart, each .$3.95 
16-quart, each . 4.45 


FRANK 8. BETZ CO., Hammond, Ind.; New York, 6 W. 
48th St.; Chicago, 30 BE. Randolph St. Use nearest address. 


Gentlemen: 

Enclosed find $........ for which send me one Bet7co 
Waste Pail, 6CJ1100 ...... quart size. This order under 
the terms of uncondi guarantee. 
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DOCTOR, GIVE US A MINUTE, PLEASE! 


You are probably buying medicinal and other products from a half 
dozen firms who do not advertise in YOUR State Medical Journal. 
If we had their names and addresses, we could probably secure their 
business. Their advertising would help them and help cut down the 
present expense of your Journal. We can print more reading matter 
when we carry more advertising. 


Please take just a minute to fill in this blank and return it to us with 
the names and addresses of a half dozen such firms who are not using 
space in this Journal. Your name will not be used, yet you will 
render your Journal a real service. Thank you! 


FIRM NAME ADDRESS 


(Return to Box 1587, Phoenix, Arizona.) 


Central schools and the Gila College. The 
Pathological Laboratory of Phoenix have sup- 
plied them with 100 one thousand unit eadh 
ages of antitoxin for immunizing exposed 
pupils, 500 Schick tests, and 700 toxin-anti- 
toxin immunizations. Dr. W. E. Platt of 
Thatcher advises that the work is just being 
completed. 


MARICOPA COUNTY MEDICAL SOCIETY 
ENTERTAINED BY DR. WOODALL 

On the evening of October 18 the Mari- 
copa County Medical Society were the guests 
of Dr. Woodall at his newly completed sani- 
tarium on North Central avenue, in Phoenix. 

Twenty-six members of the society gath- 
ered there for dinner as the guests of the 
sanitarium, the dinner proving to be a five- 
course banquet for the main crowd and six 
courses for a selected few who remained for 
a post-prandial session. 

Following the dinner and before the extra 
session mentioned, Dr. H. T. Bailey described 
the work he engaged in at the Postgraduate 
School in New York the past summer, and 
the various new things he learned about eye, 
ear, nose and throat diseases. 


Dr. J. M. Greer of Mesa then described 
his experiences at the Cleveland Clinic and 
in the clinics of other surgeons in Cleveland. 
The organization of the Crile (or Cleveland) 
Clinic was given in some detail. Dr. Greer 
was convinced that, with the exercise of suf- 


ficient attention to the cases, any physician 
could give the service to his patients which 
would make it unnecessary to send any of 
them to such clinics. 


DR. JAMES THOM, formerly of Jerome, 
Ariz., now in charge of the X-ray Depart- 
ment of the University of California Hospital, 
in San Francisco, was a visitor in Phoenix 
the last of October. 


DR. FRED HOLMES of Phoenix has 
moved his offices from the second floor to 
the fourth floor of the Goodrich Building. 
He will have joint reception room with Drs. 
Harbridge, Tuthill and Gudgel. 


DR. A. C. CARLSON of Jerome has just 
returned .from an eastern trip, which in- 
cluded the meeting of the Congress of Sur- 
gery and College of Surgeons in New York. 


DR. R. D. KENNEDY of Globe is reported 
to have returned from his usual visit to the 
College of Surgeons’ meeting in New York. 


IMMUNIZATION INDIANS AGINST 
DIPHTHERIA 

The Indian Service is said to have ordered 
all the Indians in the Government schools of 
Arizona to be immunized against diphtheria 
with toxin-antitoxin. Dr. J .E. Stroud of 
Tempe is immunizing the Indian pupils of the 
McDowell Reservation. 
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THE CHIEF REASON 


FOR THE PHYSICIAN’S FEEDING THE BABY 
IS TO INSURE NORMAL HEALTHY GROWTH 


-" MILK MODIFICATIONS seem at present to be the 
safest and most adaptable food for the artificially fed infant. 


Diluted cow’s milk, with an added carbohydrate, meets the 
nutritional demands of a great majority of babies. 


DEXTRI-MALTOSE, in addition to being the most easily as- 
similated form of carbohydrate, is marketed to the laity with- 
out directions. 


The only manner in which instructions reach the mother is 
through her doctor. The Physician, then, CONTROLS his in- 
fant feeding cases. 


TO BE ON THE SAFE SIDE 
As a prophylactic against Scurvy, Physicians 


prescribe orange juice. 


To insure against Rickets, an extremely po- 
tent Cod Liver Oil is invaluable. 


MEAD’S CERTIFIED COD LIVER OIL 


A dependable Cod Liver Oil of known potency, biolog- 
ically tested for its antirachitic value. 
MEAD’S CERTIFIED COD LIVER OIL is of such 
potency that sufficient quantities, both to cure and pre- 
vent rickets, can be added directly to the Feeding For- 
mula without upsetting the fat proportions of the diet 
or causing indigestion in the baby. 


Literature and liberal samples of MEAD’S CERTIFIED 
COD LIVER OIL sent at the Physician’s request. 


MEAD JOHNSON AND COMPANY 
EVANSVILLE, INDIANA, U. S. A. 


fA 
Mise 
Watt 


Toxin Antitoxin (Lederle) 


For Immunization 


Against Diphtheria 


Park conclusively demonstrated the value of 
diphtheria immunization with Toxin-Antitoxin 
Mixture. Immunity still persists in over 90% 
of children immunized six years ago. 


Toxin-Antitoxin (Lederle) is made according 
to Park’s modified formula, containing one- 
tenth L plus dose of toxin. 


Studies during the past two years show that no 
severe reactions followed the use of this modi- 
fied formula either in children or adults. This 
product therefore permits of universal im- 
munization against diphtheria. 


LEDERLE ANTITOXIN LABORATORIES 


511 Fifth Avenue, 
New York City 
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